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In low and middle-income countries (LMIC) general hospitals are 
important for delivering some key acute care services. Neonatal care 
is emblematic of these acute services as averting deaths requires 
skilled care over many days from multiple professionals with at least 
basic equipment. However, hospital care is often of poor quality and 
large-scale change is needed to improve outcomes. In this manuscript 
we aim to show how we have drawn upon our understanding of 
contexts of care in Kenyan general hospital NBUs, and on social and 
behavioural theories that offer potential mechanisms of change in 
these settings, to develop an initial programme theory guiding a large 
scale change intervention to improve neonatal care and outcomes.  
Our programme theory is an expression of our assumptions about 
what actions will be both useful and feasible.  It incorporates a 
recognition of our strengths and limitations as a research-practitioner 
partnership to influence change. The steps we employ represent the 
initial programme theory development phase commonly undertaken 
in many Realist Evaluations. However, unlike many Realist Evaluations 
that develop initial programme theories focused on pre-existing 
interventions or programmes, our programme theory informs the 
design of a new intervention that we plan to execute. Within this 
paper we articulate briefly how we propose to operationalise this new 
intervention. Finally, we outline the quantitative and qualitative 
research activities that we will use to address specific questions 
related to the delivery and effects of this new intervention, discussing 
some of the challenges of such study designs. We intend that this 
research on the intervention will inform future efforts to revise the 
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Introduction
All health systems are striving to improve service quality. In 
low and middle-income countries (LMIC) this is essential if 
efforts to enhance access through universal coverage are to 
deliver better health outcomes1. General hospitals in LMIC are 
especially important for delivering services that cannot feasi-
bly be provided in the community or primary care clinics and 
do not require tertiary care expertise2. Neonatal care is emblem-
atic of hospital care as averting many deaths requires skilled 
professionals and at least basic equipment while care is deliv-
ered consistently and carefully over many days and nights3. Cur-
rently however, research suggests such care is poor4,5. As many 
LMIC are now hoping to scale up essential hospital based neo-
natal care6, understanding how to change and improve services 
at scale is urgently needed. The enhancements in team-based 
care to provide respiratory support, patient monitoring, infection 
control and many other aspects that are central to good neonatal 
outcomes are also critical to scaling up access to other forms of 
acute hospital care, including severe coronavirus disease (COVID). 
Lessons from large scale change in one sphere may therefore 
have much wider value.
Emphasising that these learning needs are not specific to LMIC, 
the NHS Institute for Innovation and Improvement recently 
focused attention on this challenge and suggested large scale 
change interventions are7:
‘widely spread across geographical boundaries, multiple organi-
sations, or multiple distinctive, groupings (e.g. doctors, nurses, 
managers, social care workers), deeply challenging to cur-
rent mental models and ways of thinking (it feels uncomfort-
able and evokes some push-back from others because it is so 
different from the usual), broadly impacting on what peo-
ple do in their lives or time at work and requiring co-ordinated 
change in multiple systems.’
This definition comprises three broad change dimensions; size / 
scale (spanning both geography and actor groups), depth (of cog-
nitive / behavioural shift), and pervasiveness (whether it affects 
the whole or part of a system). The implication is that care-
ful thought is needed on the nature and magnitude of challenges 
that may need to be overcome with respect to these dimensions 
if an intervention strategy is to be successful. This definition also 
emphasizes that it is people, as individuals, groups and organi-
sations, not things that are a primary focus of change strategies. 
So, while we must pay attention to technical elements of care a 
major part of our intervention thinking must be focused on how 
we change individual and collective behaviours. Importantly, 
this demands intervention at multiple levels in a system, and 
therefore consideration of the multiplicity of potential interac-
tions between different actors8. This requirement distinguishes 
large scale change thinking from many implementation inter-
ventions that focus, for example, on introducing a specific 
clinical guideline or technology into a particular work context. 
Studies on large scale change interventions to improve serv-
ice delivery have been identified as a particular gap in existing 
LMIC research1.
Our long-term aim is to design, deliver and evaluate a large-
scale change intervention targeting improvement in neonatal care 
in Kenyan general hospitals and in so doing develop transfer-
able lessons to guide future large-scale change efforts targeting 
hospital care. Our focus is on hospitals that do not offer terti-
ary care and that are not large regional specialist centres. They 
may aspire to offer an intermediate level of care9 and are often 
called district hospitals in LMIC (or county hospitals in Kenya). 
These hospitals often have between 80 to 300 inpatient beds in 
total, serve populations of 100,000 people or more and are by 
far the most numerous in LMIC. Here we use the term general 
hospitals to indicate their broad, non-tertiary status.
In this manuscript we aim to show how we have designed an 
intervention and linked evaluation focused on improving out-
comes in Kenyan general hospital NBUs. To do this we used 
our understanding of contexts and what we feel are relevant 
social and behavioural theories that offer potential mechanisms 
through which change might be achieved. Contexts here refers to 
(for example) the characteristics of the hospitals as organi-
sations, the human and material resources that are available 
within them and also the existing cultures and norms that influ-
ence practices. We introduce theories that span multiple levels 
of a health system. We focus on those that seem to us the most 
pertinent guides on how to modify these contexts so that they 
trigger the social and behavioural mechanisms we suggest would 
be effective at improving the provision of care and outcomes at 
scale. We go on to acknowledge how our selection of theories 
and intervention strategies is necessarily influenced by our capac-
ity and positionality as a researcher – practitioner partnership. 
The fact that we have neither the formal authority or resources 
of government precludes us proposing major changes to the 
resource or formal organisational contexts in which care is taking 
place. We use a reflective and iterative process to draw together 
these interlinked strands of understanding spanning clinical 
practice, context, potential mechanisms of effect and the capac-
ity of our researcher – practitioner partnership. This reflective and 
iterative process helps us synthesise our insights to develop an 
initial programme theory and design our intervention. The pro-
gramme theory is, therefore, an expression of our assumptions 
about what actions will be both useful and feasible when seek-
ing to address the challenges we have identified in neonatal care 
and achieve improvements in care and outcomes.
The steps we employ represent the initial programme theory 
development phase commonly undertaken in many Realist 
Evaluations10. However, unlike many Realist Evaluations in 
which researchers study interventions or programmes that 
have been designed and often are already being delivered by 
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other parties, we use this phase to design a new intervention we 
also plan to execute. Subsequently, therefore we articulate briefly 
how we propose to operationalise the intervention. Finally, we 
outline the quantitative and qualitative research activities that 
we will use to address specific questions related to the delivery 
and effects of this intervention (phase two of realist evaluation) 
that will inform future efforts to revise the programme theory 
(phase three of realist evaluation).
Neonatal care and key outcomes in Kenyan and 
LMIC hospitals
The need to reduce neonatal mortality (deaths in the first one 
month of life) across LMIC has risen to prominence as neonatal 
deaths now account for 45% or more of all mortality under five 
years of age11. Reducing neonatal mortality by 2030 is there-
fore a specific Sustainable Development Goal target (SDG 
3.2)12. Achieving this will require the transformation of poorly 
functioning general hospital NBUs3. Currently mortality on 
hospital NBUs is high in most LMIC, often 20-fold higher for 
some conditions than in high-income countries, and Kenya is no 
exception13. As well as providing medical interventions for sick 
babies (e.g. advanced respiratory support, oxygen, antibiot-
ics and intravenous fluids) care must include, amongst many 
other facets, careful monitoring, infection prevention and ini-
tiation of enteral feeding. All the while teams must share infor-
mation and provide emotional support to parents so they bond 
with their baby and engage in providing care. In many respects 
the clinical needs of sick newborns are therefore similar to 
those of all age groups who have severe, acute illness including 
those with moderate and severe COVID-1914.
Mortality rates are a potentially useful metric of the success 
of care, although many caution against their use as measures of 
quality15. An additional outcome spanning many of the interact-
ing elements in care that is more specific to the newborn popula-
tion is achieving adequate initial nutrition and thus early weight 
gain. This is particularly true for those born preterm or with a low 
birthweight for whom health and weight gain are closely related. 
Our initial experience and data point to high mortality and 
suggest that babies’ clinical monitoring, growth and nutrition 
are given insufficient attention in Kenyan NBUs13 (unpublished 
data). At the same time mothers are given little educational 
or emotional support, reducing their ability to engage productively 
in their baby’s care16. These gaps in care put babies at continued 
risk in the short term and may also threaten babies’ long-term 
development17. We summarise some of these gaps in care in an 
example driver diagram that points to their proximate and dis-
tal consequences (Figure 1). While data are limited on qual-
ity of care from LMIC NBUs, we believe the situation in Kenya 
has much in common with many other countries18,19. Interven-
tion strategies that can improve multiple facets of care on NBUs 
or in clinical areas facing similar challenges in LMIC hospitals 
therefore seem urgently needed20.
One major challenge in many LMIC including Kenya is that hos-
pital management and monitoring systems are weak and there are 
major human and material resource constraints13,21. These chal-
lenges affect hospitals’ delivery of inpatient maternal, surgical 
and adult medical care as well as paediatric and neonatal care22–24. 
This means there is very limited organisational and resource 
slack to mobilise for any new purpose. Interventions that seek 
Figure  1.  Simple  driver  diagram  outlining  the  links  between  poor  quality  process  of  care  and  poor  proximate  and  distal 
outcomes. The drivers on the left can collectively contribute to immediate consequences and then proximal and distal health outcomes.
Page 4 of 28
Wellcome Open Research 2020, 5:265 Last updated: 13 JAN 2021
to achieve large scale change must therefore either consider 
how to mobilise new resources or consider what is achievable 
with limited resources.
LMIC health systems perhaps also differ in their organisational 
structure from higher income settings. Employing Mintzburg’s 
characterisation of organisations Blaise and Kegels suggest LMIC 
health systems are predominantly organised in a ‘command and 
control’ fashion in contrast to the professional bureaucracies 
of high income countries’ (HIC) health systems25. However, 
in some LMIC including Kenya, devolution for operational 
aspects of health service delivery to local administrations is 
considerably weakening the potential for national command 
and control mechanisms to effect change at scale26. In HIC the 
impact of top-down efforts to implement change depends heav-
ily on the mediating role of senior professionals individually and 
collectively27. In many African settings such as Kenya, how-
ever, the potential mediating role of senior medical profession-
als and their historically younger associations have rarely been 
explored. Indeed, such senior professionals have only recently 
been consistently present in larger general public hospitals 
outside major cities in many LMIC. For example, Kenya has 
fewer than 100 specialist paediatricians working in general pub-
lic-sector hospitals but these facilities provide the majority of 
hospital care to its population of over 50 million28. However, 
even having only one or two paediatricians leading large and 
busy general service units is a relatively recent phenomenon. 
Working with such senior professionals in ways that have proven 
productive in HIC are now therefore an emerging possibility29,30.
When senior professionals are very few the consequence is that 
junior physicians, non-physician clinicians and clinician train-
ees provide most of the ward based clinical care31. Such junior 
medical staff often rotate regularly through different depart-
ments. As a result, they may not develop significant expertise 
in more specialist units such as NBUs where they may spend 
only a few weeks. In many hospital settings, therefore, the 
institutional memory, organisational culture and practical norms 
that frame service delivery may largely be vested in senior hos-
pital nursing staff32. This makes them an influential but largely 
neglected group of hospital practitioners. Such nurses very 
rarely have specific specialty training (e.g. in neonatal or criti-
cal care nursing) and have not traditionally been part of specific 
professional nursing networks in countries such as Kenya.
What are the problems in delivering quality care in Kenyan NBU? 
In prior work in Kenya we identified significant material and 
human resource limitations21. Often, for example, a single nurse 
is responsible for the care of 15 or more babies on a NBU or 
paediatric ward33. To maintain a sense of order, nurses adopt 
routines to structure their NBU work that may in some cases be 
detrimental to achieving good patient outcomes while there is 
relatively poor inter-professional cooperation32,34. Perhaps most 
problematic are data that underpin our driver diagram (Figure 1) 
suggesting that many important aspects of care, including for 
example regular feeding, may simply be missed or informally 
shared with untrained staff or mothers33,35. There is typically lit-
tle evidence that NBU teams collectively focus on achieving the 
high priority tasks and important care goals outlined in Figure 1. 
What is clear is that any large-scale change strategy will need to 
engage both medical and nursing staff.
Although the initial conditions we outline do not seem promis-
ing ground on which to launch improvement initiatives, pre-
vious work suggests some change can be achieved at scale in 
similar settings36,37. Favourable conditions include the exist-
ence of widely accepted and disseminated common practice 
guidelines38 that are reinforced by short training programs in 
medical schools and attended by many young physicians39,40. 
More recent efforts have been to build consensus around 
improved nursing care41.
Supplementing our own experience, there are reports of efforts 
to achieve large-scale change in other LMIC. These include 
some successful programmes in Papua New Guinea, Ghana and 
Rwanda amongst others42–45. Some of these have employed exten-
sive quality improvement approaches based on the model of 
collaboratives46,47. However, there have been fewer efforts 
to elaborate how these hospital focused LMIC programmes 
have been informed by theory. In some of our earlier work 
that aimed to change paediatric ward practices in Kenya we 
drew predominantly on behavioural implementation science 
models48,49. This prior work helped foster the small-scale 
development of a network that links together general hospital 
paediatricians50. This experience prompted us to explore a 
broader range of theories relevant to large scale change.
Drawing on theory and potential opportunities for 
large scale change in hospital care
Our aim is to base intervention strategies on an understand-
ing of how things work and so to propose mechanisms that can 
later be evaluated. When employing theory to do this we draw 
on the work of Westhorp who suggests using different layers of 
theory as ‘both complexity theory and a realist philosophy 
of science understand reality as comprising multiple, nested, 
open systems in which change is generative, context depend-
ent and time irreversible51.’ Pawson and Tilley in their use of 
Realistic Evaluation focus on the ability of different contexts 
to trigger mechanisms that will produce outcomes10. We 
therefore explored theories that would help us anticipate how 
an intervention might result in change at different levels of the 
health system and in particular change the responses of mul-
tiple system actors to produce desired outcomes (Figure 2)51. 
Given our prior work we were also interested in the potential 
of networks as vehicles to deliver such change interventions at 
large scale.
Networks as a vehicle for delivering change
Three decades ago Powell52 characterised networks as
‘non-market, non-hierarchical modes of exchange [that] 
represent a particular form of collective action in which: 
i) Cooperation can be sustained over the long run as an effec-
tive arrangement; ii) Networks create incentives for learning 
and the dissemination of information, thus allowing ideas to be 
translated into action quickly; iii) The open-ended quality of 
networks is most useful when resources are variable and the 
environment uncertain; iv) Networks offer a highly feasible 
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means of utilizing and enhancing such intangible assets as tacit 
knowledge and technological innovation’.
In health, networks exist in multiple forms, spanning fully inte-
grated service delivery systems to informal communities of 
practice. Recent interest in the context of service improve-
ment has included networks characterised by ‘voluntary clini-
cian groupings that aim to improve clinical care and service 
delivery using a collegial approach to identify and implement a 
range of strategies’53. Important points for us here are shared 
goals and the absence of direct financial incentives to network 
members that seem especially relevant for public sector organisa-
tions. Also, at least within high income health settings, it has been 
reported that ‘important ingredients for successful clinical net-
works were visionary and strategic leadership with strong links 
to external stakeholders; and having formal infrastructure and 
processes to enable the development and management of work 
plans aligned with health priorities’54. Others have pointed to 
the potential of networks to link those seeking knowledge or 
information to others with such information55 and recently 
‘non-hierarchical collaborative networks’ have been high-
lighted as a useful element of system interventions in LMIC56. 
Networks have also been proposed as having roles in tack-
ling wicked problems inherent to the complexity of health care 
organisations29 and as a model for implementing normative 
governance that does not rely on formal regulation57,58.
Networks are, however, inherently a form of complex 
system. The characteristics of complex (adaptive) systems are, 
amongst others: i) that they are open systems (so that even if 
your research has boundaries there will always be influences 
arising from beyond these boundaries), ii) they have agents 
whose interactions cannot always be predicted or controlled, and 
iii) they adapt, interact and co-evolve with other systems59. Here 
we take agency to be defined ‘as the cognitive, motivational 
and emotionally driven behaviours that agents employ to achieve 
their end goal’60. As a result of these properties, complex 
systems can behave in ways that are not entirely predictable. 
This suggests that attention must be paid to design the proc-
ess of intervention enabling flexibility while ‘keeping things on 
the rails’ with respect to its initial principles.
Professional identity and institutional entrepreneurship
We seek to change care practices in multiple hospitals. Hospi-
tals are formally comprised of people organised within mul-
tiple hierarchies but they are also highly professionalised and 
governed as much by customs and values as rules and regula-
tions. Together these influences ‘shape the rules of the game’ 
operating in hospitals61. We recognise that senior professionals 
may be subject to ways of thinking linked to their profession (as 
doctor or nurse) and sometimes to hybrid roles they may have 
as managers62,63. These ways of thinking, or institutional norms, 
may conflict between professions, or within individuals with 
Figure 2. Summary indicating the layers and nature of theory we draw on in our thinking about large scale hospital change in 
low and middle-income countries. We draw on the figurative portrayal employed by Westhorp51 and represent our main influences in 
the central column and additional influencing theories in the right-hand column. In the left-hand column we indicate some of the effects 
we hope to see.
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multiple roles, and some institutional norms may dominate in 
different times or settings. Of relevance to our intervention we 
seek to ‘provide internal reformers with arguments for change’, 
and ‘provide them with the community and solidarity neces-
sary to take risks’64. What we hope to foster therefore, are insti-
tutional entrepreneurs so that change may be brought about 
by professionals collectively setting a new agenda and then 
individually acting out this new agenda30,65,66.
If such professionals, as institutional entrepreneurs, are collec-
tively to succeed then their emerging professional bodies will 
need to become engaged as important institutional champions 
of improved care. Professional associations have been the sub-
ject of little formal attention in LMIC. We suggest the identity 
professional bodies currently give shape to, like their anteced-
ents in HIC, are much more closely aligned with that of expert 
medical practitioner than of service manager striving for local 
improvement63. Moreover, in Kenya professional bodies may 
be dominated by members from the private sector, for exam-
ple less than 20% of the Kenya Paediatric Association member-
ship practice in public sector hospitals below the tertiary level28. 
Our interventions may then also need to try and shape such 
bodies’ roles as advocates at the highest level so they are bet-
ter aligned with the specific needs of those serving public sector 
improvement goals.
The movement of specialist clinicians into general hospitals in 
countries like Kenya is occurring within the context of exist-
ing organisational hierarchies. Doctors are often thought to 
be at the apex of the healthcare professional hierarchy while 
nurses, typically providing more holistic patient-focused care, 
are often considered subordinate to doctors30,67. However, in the 
case of more specialised units such as neonatal wards, senior 
nurses may have an elevated status resulting from long experi-
ence and exert considerable autonomy and authority within this 
microenvironment68. Both professional groups, doctors and 
nurses, are therefore critical to transforming care in NBU and, 
we argue, in LMIC hospitals more widely.
The potential value of a network strategy is that it may foster 
emergence of local institutional entrepreneurs, may support 
their growth in these roles by helping shape the identity of pro-
fessional bodies, may enable different professional groups 
to find common purpose and may thus promote behaviour change 
at scale29,58. Should professionals take on these newer roles 
then they must also provide leadership.
Distributed leadership
Distributed leadership has been characterised by Fitzgerald69 
as comprising three components: senior leaders with the capa-
bility and interest to support change; credible opinion leaders 
at middle levels who hold hybrid roles; and individuals who are 
willing to engage in change efforts through a social influence 
process70. It is a particularly useful conceptualisation of lead-
ership for the public sector, multi-professional general 
hospitals which are the settings of focus71. Within a network, 
influences from peer groups, professional associations, and the 
external intervention team may all reinforce NBU leaders’ sense 
of accountability for service improvements. A key role for NBU 
leaders is then to support front-line workers to change72. To 
do this, they will need to set a local strategic direction or vision 
and develop a culture of continuous improvement on the NBU73. 
Good relational skills may help NBU leaders promote changes 
in practices and they must therefore be good communicators and 
able to create trust amongst the NBU team members. Failure 
to do this may undermine the intervention’s change effects27.
Trust and teams
Trust has political, organisational and social dimensions that are 
important to the entire health system74. Here we are especially 
concerned with trust between people, and especially trust within 
teams that deliver everyday care on NBU. In inter-personal rela-
tions trust may be thought of as having two components, cogni-
tive and affective trust75. In the former, individuals look for a 
rational reason to trust the other party. Considered in this way 
individuals take the risk that those they trust will act in ways they 
can anticipate, that are fair and that do not make them unduly 
vulnerable74. Affective trust is linked more to notions that those 
trusting and those trusted have a mutual, emotional invest-
ment in a relationship75. This may result from shared experi-
ences or values. Maintaining affective trust may be especially 
important in the high stress, resource limited environments of 
LMIC hospitals and help sustain ‘everyday resilience’76.
A team can be defined as two or more people who interact and 
are mutually accountable for achieving common goals and 
who perceive themselves as a social entity within an organiza-
tion. Their combined cognitive resources and skills should help 
them outperform individuals especially in complex and dynamic 
environments such as hospitals. Teams often already have, 
however, long-established ways of working. To change these 
ways of working, team leaders need to be trusted by team mem-
bers and demonstrate that they have the competence to lead, 
reflecting both task and relationship oriented skills while show-
ing benevolence and integrity77. Further, they should demonstrate 
supportive, participative, and empowering leadership behav-
iours, indicating that they have confidence in, and concern and 
respect for, their team members78,79. Interventions that can enable 
multiple team leaders to learn these skills, communicate well 
and engage team members in mutually trusting relationships 
may therefore be key to improving care at scale.
Feedback
Measurements of the process and outcomes of care used in per-
formance monitoring may have beneficial and sometimes harm-
ful system effects80. Theories suggest that for measurement to 
be effectively used feedback to those whose performance is 
being assessed should be based on trusted data and be timely, 
specific, non-punitive and customisable while also provid-
ing clear goal oriented advice on what actions may be needed 
to improve81–83. When trying to promote the effects of feedback 
to teams we need to be aware that this will be influenced by 
their interactions, communication, and individual perceptions 
of the feedback84. Furthermore, individuals given team-level 
performance information have to figure out to what degree 
they feel these data reflect their individual input85. In theory, 
feedback based on the work of the whole team can promote cohe-
sion, co-operative work and shared goals85. Alternatively, indi-
viduals can decide that others and not them are responsible for 
poor performance, making feedback ineffective or potentially 
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harmful. How feedback is perceived may depend on it being 
linked to strategies that promote shared reflection on what the 
feedback means and what the team needs to do in response86. 
Indeed, what may be important is the notion of ‘feed-forward’87,88, 
which suggests that it is reflection on progress towards a 
shared standard or goal and how to close performance gaps 
that may be most useful. The benefits of feedback may thus 
rely on the ability of an intervention approach to create widely 
shared ideas about ‘good performance’ and link this to mecha-
nisms for shared reflection and problem solving at local levels. 
Re-shaping institutional norms linked to effective leader-
ship behaviours of network and local actors that inspire trust 
may be central to efforts to do things differently.
Motivation and self-determination theory
Health workers must have the motivation to improve care. 
Michie and colleagues provide a useful framework of influences 
on individual behaviour that centre on capability, opportunity 
and motivation89. In this model, capability encompasses both 
physical and psychological capacity to act in a desired way and 
thus includes having relevant knowledge and skills. Oppor-
tunity is defined as all those factors that lie outside the indi-
vidual that make the behaviour possible or prompt it. It thus 
includes physical factors (e.g. job aides) and factors such as the 
expectation of peers and leaders that are part of people’s social 
environment that influence their behaviour. Ideally an inter-
vention might help develop the capability and opportunity 
of teams by enhancing the working and wider professional 
environment that supports change. Motivation in this model 
also has two aspects. One involves reflective processes, how do 
the actions required as part of the change align with personal 
plans and goals, the expectations of others and their trust in the 
way we behave. The second is considered more directly aligned 
with emotions and automatic responses. The latter has similarity 
with the notion of intrinsic motivation when a behaviour is nat-
urally satisfying – it brings its own rewards. In this case it may 
help if desired behaviours are aligned with health workers’ 
sense of altruism as even if the actor has no obvious gain the 
behaviour may be adopted90.
Extrinsic motivation in contrast refers to situations when a 
behaviour is linked with an external reward (pay-for-performance 
is a topical example)90. Some external rewards focused on 
increasing extrinsic motivation may decrease intrinsic motiva-
tion, a situation sometimes referred to as ‘crowding out’91. This 
may, for example, help explain the failure of many pay for per-
formance initiatives92. Importantly, the focus on monitor-
ing as part of performance management linked to sanctions or 
rewards that characterises New Public Management may also 
crowd out intrinsic motivation. This may worsen performance 
in areas of the public sector that are traditionally associated 
with a service or vocational ethos such as health care91,93. Thus, 
efforts to improve quality of care that include monitoring and 
performance feedback might backfire if they are regarded as a 
form of externally imposed surveillance that undermines feel-
ings of competence (being a better professional) and autonomy 
(a willing choice to adopt new behaviours) at work that are 
important to professionals90. To avoid this, it is important that 
feelings of competence and autonomy are enhanced as part 
of change efforts, both may be facilitated by the process of 
fostering active participation in and ownership of the intervention 
and carefully framed feedback.
Further insights on motivation can be gleaned from self- 
determination theory. This has at its core a distinction between 
autonomous motivation and controlled motivation. Intrinsic 
motivation is a form of autonomous motivation while controlled 
motivation reflects a sense of acting under pressure, of having to 
engage in actions90. An important contribution of this theory is 
that it suggests that extrinsic motivation can vary in the degree 
to which it is autonomous or controlled (rather than maintain-
ing the simple dichotomy of intrinsic and extrinsic motivation). 
It proposes that behaviours that are not intrinsically motivating 
can be externally regulated, that is initiated and maintained by 
contingencies external to the person. However, self-determination 
theory posits that some external regulatory influences can become 
internalised. Internalisation is defined as ‘people taking in the 
[desired] values, attitudes or regulatory structures’, such that 
the external regulation of a behaviour is transformed into inter-
nal regulation and no longer requires the presence of the exter-
nal contingency (or condition) to sustain a desired behaviour90. 
An example of this might be the adoption of evidence-based 
practices. Initially the standardisation of care linked to evidence 
based practice was seen to limit professional autonomy and was 
often rejected94, but sustained external regulatory forces may 
now have resulted in many professionals internalising the idea 
that guidelines are important (they have value) and that follow-
ing them reflects good professional practice58,73. Thus, while there 
may be no satisfaction in adhering to best practices - they are 
not intrinsically motivating – their use is reinforced by a mind-
set (or mindline95) that equates them with better care (internal 
regulation). The aim of most efforts to scale up improved health 
care provider practices, and the ultimate focus of this pro-
posal, is to make best practices routine. To do this we hope to 
achieve what self-determination theory refers to as inte-
grated regulation, when ‘people have a full sense that the 
behaviour is an integral part of who they are…..that it is thus 
self-determined’90. From a broader organisational perspec-
tive this process is encompassed in ideas of governmentality58,96. 
This goal aligns with wider efforts to promote behaviours that 




Above we have suggested that a network strategy may fos-
ter emergence of local institutional entrepreneurs, may help 
shape the identity of professional bodies, and may enable dif-
ferent professional groups to find common purpose to promote 
change at scale. The NBU leaders who might take on day to day 
change roles might then support front-line workers to change. 
To achieve this, there will need to be shared goals and the lead-
ers must foster a culture of continuous improvement. For this, 
leaders will require good relational skills so they can commu-
nicate well with team members and develop mutually trust-
ing relationships. Feedback on progress linked to locally shared 
goals and mechanisms for shared reflection and problem solving 
within teams that trust one another at local levels may motivate 
change and promote the adoption of new and better practices 
that come to be seen as ‘part of who we are’. Paying attention 
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to improving the day to day tools people use through co-design 
so they enable better work may have direct benefits on care 
processes and wider benefits in fostering shared ownership of 
problems and their solutions. Through this multi-level change 
strategy, we expect to be able to address the key drivers of poor 
care outlined in Figure 1. For example, co-designed tools may 
help improve feed prescribing, and feed, clinical status and 
weight monitoring. Those institutional entrepreneurs who adopt 
leadership roles to drive use of these new tools may be encour-
aged in their efforts by feedback and if team communications are 
improved. The better monitoring resulting may improve babies’ 
nutritional intake and allow earlier identification of intercurrent 
illness. Similarly, greater professional recognition of the needs of 
families, more effective use of audit in a safe (trusted) space that 
allows discussion of respect shown for families, and improved 
communication amongst staff and between staff and families 
may empower more active engagement of families in care. This 
too may lead to improvements in intervention delivery (eg. feed-
ing practices) that benefits babies’ health. Thus, as interven-
tions may address particular clinical concerns the reshaping of 
the social and organisational context achieved by the set of net-
work activities may be key to their success. In planning and run-
ning such multi-level change efforts considerable attention must, 
therefore, be paid to how these intervention processes are tak-
ing place within a complex system. In such a system it is hard to 
isolate specific, linear causal pathways between an intervention 
and a target care process.
In higher income countries large scale efforts to improve 
care may be driven by a political agenda, in response to poor 
performance assessed by government or other payers, or user 
dissatisfaction. In some cases, they may be driven directly by 
powerful professional groups. Government initiatives in HIC may 
attract significant direct financing and leverage considerable indi-
rect support offered by existing infrastructure or organisational 
arrangements (e.g. by using established performance measure-
ment systems or co-opting local quality improvement teams). 
There are few such resources in LMIC generally or in Kenya 
specifically so our change strategy must be tailored to the 
resources available and the position within the system of those 
aiming to intervene.
Our proposed change efforts, however, do not start from a blank 
slate. All health systems have a history that defines them as 
starting contexts and this introduces elements of path depend-
ency. We had already established a clinical information network 
that focused on paediatricians, use of common data and adop-
tion of guidelines on paediatric hospital wards50. This Clinical 
Information Network included stakeholders from the research 
community, the paediatric professional association, hospitals’ 
paediatric teams and the government. Extending this to tackle 
improvements in NBU care seemed an obvious starting point 
and gives us an awareness of the resources we might directly 
mobilise to support change. At the same time, we must constantly 
consider our position as a research team with no formal role or 
authority in planning, managing, providing or governing health 
care delivery. In these regards, our position is perhaps similar 
to that of many non-governmental partners supporting LMIC 
health systems. Key to this, and building on the insights out-
lined earlier this meant: i) defining a clear neonatal clinical focus 
and desired outcomes, ii) defining the boundaries of the system 
we aim to influence by focusing on general hospital NBU, and 
iii) using our knowledge to identify issues we feel are within 
our power to influence as an embedded research team. In con-
tinuously returning to the bodies of theory outlined above we 
also tried to maintain a focus on the mechanisms through which 
intervention components might work, their potential interactions, 
and the outcomes that might be achieved (Figure 3).
Our overall Programme Theory is presented in Figure 4. It 
draws generally on the theory and contextual influences out-
lined above but we use the structure of ‘If, then, because’ state-
ments to propose much more specific requirements that should be 
achieved, assumptions that can then be examined in subsequent 
research (Table 1)97. At its heart is a central Multi-Professional 
Network. Operationally we aim that this will comprise two to 
Figure 3. Anchors in our reflective and iterative process that guided design of the specific Kenyan newborn unit intervention 
strategy. In this depiction we illustrate the major thematic factors we continuously navigated between as we sought, through an iterative 
and reflective process involving the authors and multiple team members, to link our understanding of context to potentially feasible 
intervention strategies aligned with our understanding of theories that offer potential mechanisms through which change is achieved.
Page 9 of 28
Wellcome Open Research 2020, 5:265 Last updated: 13 JAN 2021
Figure 4. Programme Theory for a Network Intervention to achieve large scale change across multiple Kenya hospitals. The 
central network operates at the interface between national stakeholders and hospitals, what we consider level 1 in this network system. 
It bears responsibility for engaging with and providing timely performance information to key departments in the national and county 
governments and to the paediatric and nursing professional associations. At the same time this central team is responsible for providing 
hospitals with feedback on performance using quality indicators and working with NBU leaders to create and build a peer-to-peer network 
that includes face-to-face meetings, and provide expert outreach using a mentorship model, and co-opting additional resource persons 
to support the development of leadership, management and communication skills of NBU leaders and teams. The selection of these 
intervention components reflecting identified challenges and prior experience of successful intervention16,33,45,48,58,63,71,76,98. The NBU leaders 
operate at what we consider to be level 2 in the network system, interfacing with the central network but also their hospital specific NBU 
teams and senior management. At level 3 in this system are the frontline workers led by their team leaders who are the critical interface with 
the sick newborns themselves and their families. The Central Multi-Professional Network team members may have little direct contact with 
or influence on events at level 3, any network effects will therefore predominantly be mediated by those at level 2. The paediatricians and 
senior nurses at this critical level 2 juncture, who operate at the mid-level of the hospital’s management structure, have rarely been prepared 
for their leadership roles or given any specific support to build the relational skills that are likely critical63,71,98. Enhancing the capability and 
motivation of these level 2 individuals is therefore a key aim of the network intervention. 
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Table 1. ‘If, then, because’ statements that explicate our specific expectations of the network as a form of intervention.
If then because
Level 1 – Network effects on national and county actors and the interface between level 1 and level 2
The Network produces trusted reports 
on key indicators for the quality of 
neonatal care across hospitals that 
are meaningful to key national and 
county level actors including the 
professional associations and is able 
to fully engage them in discussing 
these reports
Actors in the national and county 
governments, senior hospital management 
teams and key professional institutions 
and opinion leaders will begin to mobilise 
their influence and resources to support, 
sustain and spread improvement efforts and 
become more appreciative of hospital teams’ 
local efforts to improve
These key sectoral actors will share and 
embrace the goal to improve neonatal care, 
trust the performance information, accept 
some accountability for success in achieving 
the goals and become motivated to employ 
their formal or informal power to take on 
roles as institutional entrepreneurs to provide 
support and effect change rather than accept 
the status quo.
Actors in the national and county 
governments, senior hospital 
management teams and key 
professional institutions and opinion 
leaders are engaged and mobilised 
in supporting hospitals medical and 
nursing team leaders
Hospitals medical and nursing team leaders 
will engage more fully in the network 
activities themselves and be willing to lead 
and undertake improvement work within 
their hospitals
The opinion of those in authority, their 
endorsement of goals and active support 
for improvement are important normative 
influences on medical and nursing team 
leaders helping reshape professional 
identities, a process reinforced by the 
recognition of such actors which can become 
a powerfully motivating non-financial incentive 
Level 2 – Network effects on hospitals’ medical and nursing leaders and the interface between level 2 and level 3
The Network activities comprising 
outreach and mentorship, six monthly 
peer to peer meetings, performance 
feedback, and leadership and 
management skills development 
are effectively delivered with full 
participation of hospitals’ clinical and 
nursing team leaders
Hospitals’ medical and nursing team leaders 
will have the capability to conduct the local 
leadership and management work needed 
for improvement including: i) clarifying 
and communicating goals, ii) reflecting on 
performance feedback, iii) advocacy locally 
for essential resources, iv) promotion of 
better intra and inter-professional teamwork 
and v) creation of an organisational climate 
on wards that accepts change and engages 
families in care
Local leaders embrace the shared vision 
and goals for improvement as consistent 
with their own values, trust the performance 
information, accept some accountability for 
achieving improvements, feel supported by 
the network as a community, identify with 
the expanded professional leadership and 
management roles it encompasses, and are 
motivated by the recognition of their mentors, 
peers and hospital colleagues 
Hospitals’ medical and nursing team 
leaders learn key relational skills 
and effectively engage over time in 
the day-to-day local leadership and 
management work that is needed to 
create better functioning teams
Frontline health workers will embrace the 
improvement goals and individually and 
collectively engage in practice changes that 
deliver improvements that are feasible with 
the available resources
Frontline health workers’ motivation is 
enhanced by feeling their contribution is 
valued locally and across the network, trust 
within teams who are now ’pulling together’ 
is increased, there is a renewed professional 
desire to provide quality care that aligns 
with personal values and accountability for 
improving newborn outcomes and families’ 
experiences becomes part of their identity
Level 3 – Network effects on frontline workers and the interface between level 3 and families
The Network fosters team 
development, co-design and 
introduction of better job aides for 
frontline workers together with 
appropriate clinical and technical 
training and helps promote adoption 
of essential technologies 
Despite some persistent resource challenges 
frontline health workers individually and 
collectively will have the basic skills, tools, 
resources and relationships to deliver 
essential forms of care to sick newborns over 
the many days and shift changes involved in 
inpatient stays 
The training, job aides and additional 
technologies enhance their capability and 
opportunity to improve the quality of care 
while greater ownership of co-designed 
tools further enhances confidence, efficiency 
and self-efficacy, that with greater trust 
and recognition strengthen motivation and 
professional self-esteem
The frontline health workers embrace 
local team goals and professional 
norms that now emphasise providing 
comfort and support to babies’ 
mothers and family members
Mothers and family members will more 
fully participate in care, this will enable 
more effective breast milk feeding, promote 
babies’ growth, and help strengthen 
bonding between the parents and baby and 
relationships between families and staff 
Staff will reconnect with values around caring 
so mothers and family members will feel more 
comfortable and confident on the ward and 
be more able to breastfeed and provide care, 
these better family relationships will further 
enhance workers’ satisfaction
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three respected paediatricians (part-time) and a respected sen-
ior nurse (full-time) supported by a small team that supports 
data capture, analysis and timely performance feedback against 
key measures of the process and outcomes of care for up to 20 
hospitals. In each hospital data are captured by abstracting from 
paper medical records by a single clerical assistant, a proc-
ess that has previously proven successful99. Electronic records 
are not used at scale in the Kenyan public sector100.
Intervention delivery
The network strategy we outline is neither feasibly or sensi-
bly delivered as a ‘big bang’ intervention. The relationships and 
processes on which it is based will take time to establish and 
mature. These temporal considerations lead us to propose that 
the intervention, in the form of network activities, is structured 
in phases that are outlined in Figure 5. Phase 1 is dominated by 
developing the initial linkages across stakeholders and with 
NBU leaders building a shared vision and set of ambitions so that 
key personnel feel a sense of ownership of the change efforts. A 
key part of this phase is work to co-design tools and intervention 
components so that they facilitate or streamline work proc-
esses and help develop the team-based, trusting relationships that 
will be needed while simultaneously helping to embed shared 
aspirations for better care across all frontline workers. Four spe-
cific areas will be developed in this early phase that will be 
strengthened and sustained through subsequent phases. These 
include: i) work with hospitals to improve the quality of routine 
clinical information and the feedback mechanisms to be used to 
support improvement efforts at the national, senior hospi-
tal management and NBU team leader levels; ii) co-design of 
improved nursing charts to address the major problem of poor 
monitoring101; iii) co-design of improved case review (audit) 
tools and processes that enable teams to engage positively and 
identify modifiable factors they can address to improve care 
locally; and iv) development of a communications skills training 
approach aimed at improving trust within teams and relationships 
between staff and families.
Subsequent phases build from these foundations to strengthen 
communication and relationships across the network, including 
Figure 5. A simple representation of the activities planned as part of the network  intervention outlining how we consider 
different phases within the overall approach. Intervention Phase 1 specific elements: 1a – Co-design, piloting and revision of job aides 
and newborn unit (NBU) mortality audit tools. 1b – Development and piloting of a short communications skills training for hospitals’ nursing 
leaders. Intervention Phase 2 specific elements: 2a – Improve adoption of and adherence to Ministry of Health guidelines for inpatient 
neonatal care supported by use of finalised job aides and audit tools and provide regular feedback on performance at all levels of the health 
system. 2b – Improve team-working and communications through training, peer support and network participation for hospitals’ NBU 
team leaders. Intervention Phase 3 specific elements: 3 – Continuous network participation at all levels of the health system with a focus to 
improve attention to addressing challenges that worsen neonatal survival and adequate post-natal weight gain in vulnerable babies.
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use of mentorship and peer to peer discussions to further develop 
the skills and shared purpose of those at all levels and address 
practical issues of improving day-to-day clinical NBU care. Feed-
back that recognises and celebrates positive change and shar-
ing stories of such change across the network through online and 
face-to-face exchanges will, it is hoped, provide momentum and 
encouragement to those acting as champions at levels 1, 2 and 3 
who we think of more formally as institutional entrepreneurs 
doing identity work.
Evaluation study design
We have outlined our efforts to develop a large-scale change 
intervention strategy targeting NBU in multiple Kenyan hospitals 
that is based on our understanding of context, prior research and 
what to us are relevant theories. As researchers tackle improve-
ment challenges at increasing scale, moving beyond specific 
clinical guidelines or care pathways, greater attention is being 
paid to ‘systems thinking’ and ‘complexity theory’59,102. These 
perspectives accept that interventions and contexts interact 
dynamically in ways that are not entirely predictable and seem 
particularly appropriate when changes in the behaviour of actors 
at multiple levels of the health system are needed. This does, 
however, mean that in designing an intervention strategy we must 
allow the process of intervention to remain somewhat flexible 
as ‘complex adaptive systems such as health care organizations 
and communities cannot be specified and managed in detail’103.
In such circumstances the investigational approach may also 
need to remain flexible, within certain bounds. In experimental 
approaches the aim is tight control or standardisation of the 
intervention to preserve internal validity. Where this is not pos-
sible some have suggested experimental designs can incorporate 
flexibility in delivering components of the intervention pro-
vided that there is sufficient standardisation of the anticipated 
processes through which they are expected to work104,105. When 
it may be hard to standardise intervention strategies, either 
because they are not fully elucidated or because they are poten-
tially numerous and interacting, then our evaluation design may 
have to be optimised to advance simultaneously our understand-
ing of mechanisms, assess important outcomes and examine the 
links between the two. Our aim in intervention and evaluation 
design is therefore to focus on maximizing learning and research 
rigour.
Employing a clinical network as an intervention poses a number 
of specific evaluation challenges. The use of an experimen-
tal design that relies on use of randomisation and controls is 
problematic for a number of reasons. Here we briefly highlight 
some key issues. First, the unit of intervention is the network 
itself even if it comprises multiple organisations or facilities. In 
this sense the direct comparator should be absence of a network, 
reducing comparison to one intervention and one control obser-
vation which would represent a weak experimental design even 
if such a study was feasible. Some might consider facilities to be 
the unit of intervention, these then might be randomly allocated 
to participation in a network or as ‘controls’. We have previously 
discussed how randomisation may not achieve equivalence or 
balance in such a situation if only relatively small numbers of 
complex organisations such as hospitals can be included for 
reasons of feasibility106. Amongst these is that the list of 
known and unknown factors (confounders) that may influence 
a hospital’s response to intervention is potentially very long and 
time-varying106. For example, in Kenya these may extend from 
change in political or hospital leadership to localised strikes 
to distinct differences in disease epidemiology107,108. More specific 
to the LMIC context may be lack of data from control settings 
needed to evaluate intervention effects on quality or outcomes of 
care109,110. To gain such data researchers may have to create and 
embed new data systems which themselves become a form of 
intervention111. Denying ‘control’ hospitals access to information 
that may help them improve poses clear ethical challenges. For 
multiple reasons, therefore, examining the effects of networks 
might best be conducted using longitudinal study designs 
without controls based on a programme theory while using both 
quantitative and qualitative strategies to examine effects linked 
to a plausibility framework112. These evaluation designs may 
take the form of ‘in-depth, mixed-method case studies that pay 
attention to interconnectedness and incorporate an understand-
ing of how systems come together as a whole from different 
perspectives’59 and it is this form of evaluation we propose 
would be most useful to determine the effects of our network 
intervention and how it might produce both intended and 
unexpected effects.
Our primary research question
How can a complex intervention comprising the development and 
sustained implementation of a multi-professional network (the 
change strategy) improve the quality of neonatal care and over-
all risk adjusted mortality in Kenyan hospitals and what trans-
ferable lessons can be identified that help advance programme 
theory to support future large-scale change interventions?
In tackling this overarching question, we will address a set of 
questions within sub-studies that advance our understanding of 
specific change efforts and effects.
1.    Does co-design of job aides, audit tools and communi-
cations skills training improve their adoption and the 
quality of medical and nursing care?
2.    Which common factors need to be modified to 
improve inpatient neonatal care and outcomes?
3.    How do important process of care quality indicators 
change in response to feedback and how do these indi-
cators and mortality change over the period of network 
participation?
4.    What is the optimum approach for risk adjustment so 
that variations in case-mix and case-severity can be 
accounted for when evaluating temporal trends in inpatient 
neonatal mortality?
5.    How do senior doctors and nurses’ social ties evolve 
within the network, influenced by face to face and online 
interaction, and influence the performance of frontline 
staff?
6.    How does information being produced by the network 
reach policy makers and other influential stakeholders and 
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how might performance data be influential in fostering 
network growth and wider health system improvement?
7.    How can better performance measurement be integrated 
into national information systems to sustain improvement 
and future national networks?
In Phase 1 and extending into Phase 2 we will examine 
Questions 1 and 2. We will use data from a pre-intervention period 
and Phase 1 to develop and then deliver performance feedback 
on agreed quality indicators in Phase 2 and validate prognostic 
models for mortality (addressing Question 4) that can be used in 
future risk adjusted analyses of programme effects on neonatal 
outcomes. Across the phases of the intervention we will roll out 
the job aides, audit tools and communications training and link 
this with facilitative supervision, mentorship and peer learning 
with the aim of improving day-to-day clinical NBU care. Our 
aim is to intensify the focus on mortality reduction in Phase 3 
using continued feedback and sharing stories of effective 
change across the MPN and with senior national level stake-
holders. This will provide momentum and encouragement to 
key individuals at all organisational levels to strengthen change 
efforts. Data will be collected as the intervention matures 
through Phases 1, 2 and 3 to examine the evolution of the MPN 
and its effects (tackling specific Questions 3, 5 and 6) and 
explore how performance measurement might be integrated 
into the national health information system (addressing specific 
Question 7). Data on changes in quality indicators and mortal-
ity from across the pre-intervention period and Phases 1 to 3 
together with qualitative data from across sub-studies will be 
employed in the Realistic Evaluation. Further information on 
the proposed conduct of sub-studies is provided in Table 2.
Table 2. Specific questions - sub-study designs and methods.
Study design and methodology Study site; study populations; sampling procedures; and 
data collection procedures
1. Does co-design of job aides and communications skills training support improve adoption of innovations and the quality of 
medical and nursing care
Rapid cycle co-design meetings with hospital staff of job aides 
(e.g. to support better documentation of vital signs observations 
and feed prescribing), structured team based case review (TCR 
audit) tools and to adapt an existing communications training will 
be used with pilot testing in these sites for an initial six months. 
(Completed) 
Currently - Introduction of new job aides and TCR audit tools is 
being progressively extended to MPN hospitals in the closing 
part of Phase 1 in preparation for Phase 2 when feedback on key 
indicators and MPN peer engagement will be used to promote 
their use. The adoption of job aides and their early effects on 
process measures of quality of care will be evaluated in Phase 2 to 
inform continued efforts to promote adoption.
Study sites: We will seek 2 - 3 MPN hospitals as volunteers for 
the rapid-cycle co-design activities prior to progressive pilot 
implementation in the remaining 8 - 9 hospitals. Study populations: 
Nurses and medical staff will be identified by hospitals to work 
with researchers to co-design job-aides and mortality audit tools 
and subsequently implement these. For piloting adoption of job 
aides, medical records of NBU admissions in the pilot period will 
be sampled. Procedures: Hospital records for NBU admissions for 
whom a co-designed job aide should be used / completed will be 
used to ascertain adoption and use these pilot studies data on up 
to 30 cases in 2-3 hospitals, allowing further redesign of job aides 
as needed. Notes and results of group meetings to co-design 
TCR audit tools and communications training will be used to 
assess the design process and improve tools prior to wider scale 
implementation as part of a Human Centred Design approach. 
2. Description of common modifiable factors in providing effective feeding to sick babies.
We will promote use of the structured neonatal TCR audit 
approach co-designed in Phase 1 across the MPN during Phase 2 
and 3 to review late deaths occurring on the NBU (those ≥ 3 days 
post-natal age) to identify modifiable factors occurring during 
the NBU stay. TCR audit reports will be collated as part of MPN 
activities and aggregate reports generated on modifiable factors 
from across the 11 hospitals. Pooled data will be used to describe 
the nature and frequency of modifiable factors across hospitals.
Study sites: This work will include all 11 MPN hospitals. Study 
populations: Hospitals will be asked to review late post-natal deaths 
(those ≥ 3 days post-natal age at time of death) each month 
(noting that the Ministry of Health expects all neonatal deaths to 
be reviewed). Data collection procedure: Deidentified data will be 
collected from hospitals’ structured neonatal TCR audit reports. 
We aim to collect data on 250 cases as the basis for a report 
summarizing findings from all hospitals.
3. How do important process of care quality indicators and mortality change over the period of MPN participation
Building on Phase 1 and the earlier establishment of the 
information system we will track and develop feedback systems 
on quality of practices such as feed prescribing, monitoring 
(e.g. assessment with pulse oximetry) and mortality outcomes 
and progressively use this to focus hospital teams’ attention on 
their performance in providing quality care and achieving good 
survival outcomes. We will aim to further drive local learning on 
how to improve care through online and MPN meetings between 
hospitals and promote the use of the information from locally 
conducted neonatal TCR audits that identify factors that can be 
modified to improve outcomes.
Study sites: This work will include all 11 MPN hospitals. Study 
populations & sampling: We will examine medical records for all 
NBU admissions in Phases 1, 2 and 3 and especially those meeting 
criteria of being a vulnerable baby (either preterm birth (<37 weeks 
gestation) or low birth weight (<2500g). Data collection procedure: 
All NBU records from which routine de-identified data are 
currently being captured and we will use the quality indicators 
developed (e.g. on feeding practices and correct antibiotic use) 
to provide monthly mortality reports and three monthly summary 
reports on quality of care indicators. We will track the change 
in aggregate and hospital specific performance and mortality 
outcomes over time.
Page 14 of 28
Wellcome Open Research 2020, 5:265 Last updated: 13 JAN 2021
Study design and methodology Study site; study populations; sampling procedures; and 
data collection procedures
4. What is the optimum approach for risk adjustment of neonatal mortality so that variations in case-mix and case-severity can 
be accounted for when evaluating temporal trends in inpatient neonatal mortality
We will build on prior work undertaken in a single Kenyan hospital 
to develop two candidate prognostic scores for neonatal mortality 
and use data already captured to undertake external validation 
and improvement of these modelling approaches. 
The aim will be to develop a prognostic scoring approach that can 
be applied at individual patient level that enables us to undertake 
risk adjustment when tracking the long-term trends in survival 
outcomes in response to the MPN intervention.
Study sites: This work will include all 11 MPN hospitals. Study 
populations & sampling: We will use existing data on over 30,000 
NBU to validate / revise a preferred prognostic model and then 
use this model to provide risk-adjusted estimates of mortality each 
month for the 11 sites for a total of 36 months across Phases 1, 
2 and 3. These data will enable us to say with greater certainty 
whether NBU mortality rates are declining over the period of 
intervention and potentially in which sub-populations.
5. How do senior doctors and nurses’ social ties influence the performance of frontline staff and evolve within the MPN influenced 
by face to face and online interaction
Building on work to develop and implement the communications 
training we will progress to examine the relationships between 
medical and nursing staff within and between hospitals. This 
work will be informed by conduct of a realist review of social MPN 
analyses conducted on hospital staff and based on this proceed 
to empiric work involving in-depth interviews (IDIs) with senior 
hospital staff, small group discussions with frontline workers and 
family members, and episodes of non-participant observation 
of everyday practices. The aims of this data collection will be to 
explore changes in how MPN participants perceive their roles, 
their teamwork, the practices they employ to improve neonatal 
and family centred care and how these may all be mediated by 
the creation or strengthening of social ties resulting from MPN 
participation. 
Study sites: Medical and nursing leads from all 11 MPN hospitals’ 
NBUs will be eligible for IDI and four hospitals representing 
maximum variation in performance on quality indicators 
being tracked will be identified for further IDI and small group 
discussions. In these four purposefully selected hospitals, non-
participant observation will be conducted and front-line staff and 
family members will be invited for small group discussions based 
on convenience sampling but employing inclusion criteria to ensure 
diversity in respondents (e.g. based on age, qualification (for staff), 
gender and education (for family members) The aim is to conduct 
two small group discussions with staff (total four to six people) and 
families per site.
6. How does information being produced by the MPN reach senior advisory and advocacy group members and how may it be 
influential in fostering MPN growth and wider health system improvement
The MoH Technical Group of Experts is expected to meet three 
times monthly in Phases 2 and 3. In the last 3 months of Phase 
3 IDI will be conducted with group members and key wider 
stakeholders. We will explore their opinions on the value of the 
information being created by the MPN, their experience of their 
work as a group, and how such information might be used in 
the wider health system context to promote improved NBU 
care. Activities or reports have been of value in helping support 
decision making. 
This work will focus on the national level and at the level of county 
administrations where these have hospitals included in the MPN. In 
Phase 3 IDI will be conducted with members of the MoH Technical 
Group of Experts (n = 6 - 8), health care policy makers, key donor 
partner personnel (e.g. UNICEF, WHO) and selected senior county 
and hospital managers (total n = 6 - 10). Sampling procedures: 
Sampling will be purposeful with a snowballing approach used to 
identify relevant interviewees in national or county government, 
hospital management or donor organisations. 
7. How can better performance measurement be integrated into national information systems to sustain improvement
We have conducted with the MoH (Informatics Division) a careful 
appraisal of existing neonatal data collection approaches within 
the national DHIS2 system revealing considerable weaknesses110. 
We will draw on prior work38 to use consensus development 
methods to develop a core set of preferred neonatal quality and 
outcome indicators for use at national level. We will follow this 
with use of human centred co-design approaches to improve 
the process of neonatal data capture and the DHIS2 tools that 
support it to enable long-term, large scale tracking of neonatal 
care and outcomes embedded in the national DHIS2.
This work will be conducted at the national level with the Ministry 
of Health and its Neonatal and Child Health Unit and its Informatics 
Division. A stakeholder meeting, linking to one of the proposed 
MPN meetings, will be held to review and suggest revisions to 
the current information procedures and tools. Draft quality and 
outcome indicators developed will be refined and agreed with 
key stakeholders though the Ministry of Health Technical Group 
of Experts. Based on this process we will revise existing paper 
tools and online DHIS2 data capture tools employing co-design 
workshops and ‘walk-throughs’ with health records information 
officers and clinicians to develop minimal viable products (MVPs) 
for initial testing. We will progress these MVPs so they can be 
incorporated into the DHIS2 system and potentially extend this by 
enabling distributed data capture through mobile applications.
TCR, team based case review; MPN, multi-professional network; NBU, newborn unit; IDI, in-depth interview; MoH, Ministry of Health; MVP, minimal viable 
product.
Quantitative analyses and sample size
Data from across the phases will be used to develop time-
series models interrogating the rate of improvement in proc-
ess indicators and health outcomes over time and as the network 
intervention progresses. Data will be collected from the national 
information system (DHIS2) on at least 30 hospitals not in 
the network over the same time period. These data will pro-
vide a frame of reference that can help us interpret whether any 
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changes in intervention hospitals are plausibly related to inter-
vention or linked to wider secular changes in hospital neonatal 
mortality in Kenya.
Existing pooled data from 11 hospitals we initially plan to work 
with and for which we have pre-intervention data indicate 
we can expect denominators of approximately 1200 babies 
of any weight and 400 low-birthweight (LBW) babies to be 
admitted to these NBUs per month. Such denominators would 
allow for specific monthly performance indicators across the 
network to be estimated with 95% confidence intervals around 
the most conservative proportion of 50% of ± 5% and ± 3% 
for LBW and all babies, respectively. These sample sizes are 
sufficient for detecting meaningful changes in performance and 
health outcomes to inform our plausibility analysis and later 
realistic evaluation. For example, in pooled data across sites 
inpatient mortality at baseline is currently estimated to be 
10% +/- 1%. In an end-line period of three months if crude 
mortality in the same hospitals is 8% or lower, this would 
likely represent a significant change. Using appropriate, 
individual risk adjustment in time series analyses will improve 
the rigour of these analyses. These sample sizes will also be 
sufficient for detecting clinically important changes in quality of 
care indicators as we have demonstrated in previous paediatric 
work36,37,113.
A large body of qualitative data will be collected linked to the 
specific questions we outline above and that enable us to exam-
ine elements of the starting programme theory (Table 2). Data 
from across all the sub-studies will be analysed using the real-
ist logic of analysis as set out by Pawson and Tilley10. The goal 
of the data analysis is to further develop the programme theory 
(Figure 5) so that it will provide more complete explanations 
for how the MPN intervention results in changes of the process 
indicators and health outcomes. This analysis will pay careful 
attention to the changes in behaviour of actors at multiple lev-
els of the health system that are hypothesised to be necessary to 
effect large scale change and in keeping with recommenda-
tions to conduct in-depth, mixed-method case studies59. To 
further complement this work and provide important contex-
tual data we will collate information on other programmes 
being implemented in all Kenyan hospitals and those within 
the MPN that may influence their neonatal care as well as 
any major changes in national or county government policies. 
In addition, the team will use reflective team meetings to 
carefully document actual network activities taking note of 
any changes that occur during the process of intervention and 
recording their reflections on the reasons for these. Our analy-
ses will allow us to explore unintended and potentially emergent 
consequences of the intervention. For example, we can pay par-
ticular attention to how Kenya’s response to the COVID-19 
pandemic influences the provision of neonatal care in the short 
and long-term. We will use this process of critical enquiry to 
advance our programme theory of what worked, why and under 
what conditions to improve NBU care10. We will present find-
ings in the form of context-mechanism-outcome configurations 
that will inform our updating of the programme theory which 
we will use to guide the design of new large-scale improvement 
programmes.
Conclusion
In LMIC contexts there has been growing interest in embedded 
research114 and long-term learning sites to help understand 
large scale change115, although researcher-led large-scale change 
interventions are perhaps less common42,116,117. Others focused 
on large scale change in LMIC have focused on the politics and 
governance of such change or employed Realistic Evaluation as 
a central strategy to explore hospitals’ management118,119. Work 
in the latter arena has contributed significantly to thinking on 
the effects of hospital management on improvement and change 
processes120,121 and on the evolution of specific service deliv-
ery platforms97. In HIC the UK NHS Institute for Innova-
tion and Improvement presents a more practical guide to large 
scale change interventions7 and there have been efforts to 
learn from the UK’s Collaborations for Leadership in Applied 
Health Research and Care and geographically widespread 
service improvement interventions122,123. Often, however, research 
is conducted in tandem with an existing intervention or used to 
provide ex post explanations for programme success or failure. 
Here, we attempt to provide a programme theory, propose 
to undertake the intervention it informs and subsequently 
evaluate its progress. The longer-term aim will be to revise the 
programme theory as part of a process of creating knowledge 
that is transferable and may help optimise future LMIC 
interventions.
Data availability
No data are associated with this article.
Acknowledgements
The authors would like to thank many colleagues in the KEMRI-
Wellcome Trust, in Oxford and those more widely who have 
helped shape this report. We would also like to thank the large 
number of paediatricians, medical officers, clinical officers and 
nurses we have learned from over a number of years about the 
health system within which they work.
References
1.  Kruk ME, Gage AD, Arsenault C, et al.: High-quality health systems in the 
Sustainable Development Goals era: time for a revolution. Lancet Glob 
Health. 2018; 6(11): e1196–e1252.  
PubMed Abstract | Publisher Full Text 
2.  English M, Lanata C, Ngugi I, et al.: The District Hospital. In : Disease Control 
Priorities in Developing Countries - 2nd Edition. Edited by Jamison D, Alleyne G, 
Breman J, Claeson M, Evans D, Jha P, Mills A, Measham A. Washington DC: World 
Bank; 2006; 1211–1228.  
PubMed Abstract 
3.  Bhutta ZA, Das JK, Bahl R, et al.: Can available interventions end preventable 
Page 16 of 28
Wellcome Open Research 2020, 5:265 Last updated: 13 JAN 2021
deaths in mothers, newborn babies, and stillbirths, and at what cost? 
Lancet. 2014; 384(9940): 347–70.  
PubMed Abstract | Publisher Full Text 
4.  Dickson KE, Simen-Kapeu A, Kinney MV, et al.: Every Newborn: health-systems 
bottlenecks and strategies to accelerate scale-up in countries. Lancet. 2014; 
384(9941): 438–454.  
PubMed Abstract | Publisher Full Text 
5.  Murphy GAV, Gathara D, Mwachiro J, et al.: Effective coverage of essential 
inpatient care for small and sick newborns in a high mortality urban 
setting: a cross-sectional study in Nairobi City County, Kenya. BMC Med. 
2018; 16(1): 72.  
PubMed Abstract | Publisher Full Text | Free Full Text 
6.  Kinney MV, Boldosser-Boesch A, McCallon B: Quality, equity, and dignity for 
women and babies. Lancet. 2016; 388(10056): 2066–2068.  
PubMed Abstract | Publisher Full Text 
7.  Sustainable Improvement Team and the Horizons Team: Leading Large Scale 
Change: A practical guide In: NHS (UK); 2018.  
Reference Source
8.  Blaauw D, Gilson L, Penn-Kekana L, et al.: Organisational relationships and 
the ‘software’ of health sector reform. In: Disease Control Priorities Project 
Background Paper. Washington, DC.; 2003.  
Reference Source
9.  Keene CM, Aluvaala J, Murphy GAV, et al.: Developing recommendations for 
neonatal inpatient care service categories: reflections from the research, 
policy and practice interface in Kenya. BMJ Glob Health. 2019; 4(2): e001195. 
PubMed Abstract | Publisher Full Text | Free Full Text 
10.  Pawson R, Tilley N: Realistic Evaluation. London: SAGE; 1996. 
11.  Neonatal Mortality.  
Reference Source
12.  The Sustainable Development Goals.  
Reference Source
13.  Aluvaala J, Nyamai R, Were F, et al.: Assessment of neonatal care in clinical 
training facilities in Kenya. Arch Dis Child. 2014; 100(1): 42–47.  
PubMed Abstract | Publisher Full Text | Free Full Text 
14.  World Health Organisation: Clinical management of severe acute respiratory 
infection when COVID-19 is suspected. In Geneva: WHO; 2020.  
Reference Source
15.  Lilford R, Pronovost P: Using hospital mortality rates to judge hospital 
performance: a bad idea that just won’t go away. BMJ. 2010; 340: c2016. 
PubMed Abstract | Publisher Full Text 
16.  Oluoch D: Exploring the experiences, perceptions, and roles played by 
mothers in caring for their inpatient sick newborns; an ethnographic 
approach. PhD. Milton Keynes, UK: Open University; 2020. 
17.  Johnson K: Maternal-Infant Bonding: A Review of Literature. Int J Childbirth 
Educ. 2013; 28(3).  
Reference Source
18.  Ariff S, Soofi SB, Sadiq K, et al.: Evaluation of health workforce competence 
in maternal and neonatal issues in public health sector of Pakistan: An 
assessment of their training needs. BMC Health Serv Res. 2010; 10(1): 319. 
PubMed Abstract | Publisher Full Text | Free Full Text 
19.  Moxon SG, Lawn JE, Dickson KE, et al.: Inpatient care of small and sick 
newborns: a multi-country analysis of health system bottlenecks and 
potential solutions. BMC Pregnancy Childbirth. 2015; 15 Suppl 2(Suppl 2): S7. 
PubMed Abstract | Publisher Full Text | Free Full Text 
20.  Zaka N, Alexander EC, Manikam L, et al.: Quality improvement initiatives for 
hospitalised small and sick newborns in low-and middle-income countries: 
a systematic review. Implement Sci. 2018; 13(1): 20.  
PubMed Abstract | Publisher Full Text | Free Full Text 
21.  Murphy GAV, Gathara D, Abuya N, et al.: What capacity exists to provide 
essential inpatient care to small and sick newborns in a high mortality 
urban setting? - A cross-sectional study in Nairobi City County, Kenya. PLoS 
One. 2018; 13(4): e0196585.  
PubMed Abstract | Publisher Full Text | Free Full Text 
22.  Merali HS, Lipsitz S, Hevelone N, et al.: Audit-identified avoidable factors 
in maternal and perinatal deaths in low resource settings: a systematic 
review. BMC Pregnancy Childbirth. 2014; 14(1): 280.  
PubMed Abstract | Publisher Full Text | Free Full Text 
23.  Meara JG, Leather AJM, Hagander L, et al.: Global Surgery 2030: evidence and 
solutions for achieving health, welfare, and economic development. Lancet. 
2015; 386(9993): 569–624.  
PubMed Abstract | Publisher Full Text 
24.  Nolan T, Angos P, Cunha AJ, et al.: Quality of hospital care for seriously ill 
children in less-developed countries. Lancet. 2000; 357(9250): 106–110. 
PubMed Abstract | Publisher Full Text 
25.  Blaise P, Kegels G: A realistic approach to the evaluation of the quality 
management movement in health care systems: a comparison between 
European and African contexts based on Mintzberg’s organizational 
models. Int J Health Plann Manage. 2004; 19(4): 337–364.  
PubMed Abstract | Publisher Full Text 
26.  Tsofa B, Molyneux S, Gilson L, et al.: How does decentralisation affect health 
sector planning and financial management? a case study of early effects 
of devolution in Kilifi County, Kenya. Int J Equity Health. 2017; 16(1): 151. 
PubMed Abstract | Publisher Full Text | Free Full Text 
27.  Ferlie E, Fitzgerald L, Wood M, et al.: The nonspread of innovations: The 
mediating role of professionals. Acad Manage J. 2005; 48(1): 117–134.  
Publisher Full Text 
28.  English M, Strachan B, Esamai F, et al.: The paediatrician workforce and its 
role in addressing neonatal, child and adolescent healthcare in Kenya. Arch 
Dis Child. 2020; 105: 927–931.  
PubMed Abstract | Publisher Full Text | Free Full Text 
29.  Ferlie E, Fitzgerald L, McGivern G, et al.: Public Policy Networks And ‘Wicked 
Problems’: A Nascent Solution? Public Administration. 2011; 89(2): 307–324. 
Publisher Full Text 
30.  Currie G, Lockett A, Finn R, et al.: Institutional Work to Maintain Professional 
Power: Recreating the Model of Medical Professionalism. Organization 
Studies. 2012; 33(7): 937–962.  
Publisher Full Text 
31.  Ogero M, Akech S, Malla L, et al.: Examining which clinicians provide 
admission hospital care in a high mortality setting and their adherence 
to guidelines: an observational study in 13 hospitals. Arch Dis Child. 2020; 
105(7): 648–654.  
PubMed Abstract | Publisher Full Text | Free Full Text 
32.  Nzinga J, McKnight J, Jepkosgei J, et al.: Exploring the space for task shifting 
to support nursing on neonatal wards in Kenyan public hospitals. Hum 
Resour Health. 2019; 17(1): 18.  
PubMed Abstract | Publisher Full Text | Free Full Text 
33.  Gathara D, Serem G, Murphy GAV, et al.: Missed nursing care in newborn 
units: a cross-sectional direct observational study. BMJ Qual Saf. 2019; 29(1): 
19–30.  
PubMed Abstract | Publisher Full Text | Free Full Text 
34.  McKnight J, Nzinga J, Jepkosgei J, et al.: Collective strategies to cope with 
work related stress among nurses in resource constrained settings: An 
ethnography of neonatal nursing in Kenya. Soc Sci Med. 2020; 245: 112698. 
PubMed Abstract | Publisher Full Text | Free Full Text 
35.  Omondi GB, Murphy GAV, Jackson D, et al.: Informal task-sharing practices 
in inpatient newborn settings in a low-income setting-A task analysis 
approach. Nurs Open. 2020; 7(3): 869–878.  
PubMed Abstract | Publisher Full Text | Free Full Text 
36.  Gachau S, Ayieko P, Gathara D, et al.: Does audit and feedback improve 
the adoption of recommended practices? Evidence from a longitudinal 
observational study of an emerging clinical network in Kenya. BMJ Global 
Health. 2017; 2(4): e000468.  
PubMed Abstract | Publisher Full Text | Free Full Text 
37.  Ayieko P, Ntoburi S, Wagai J, et al.: A multifaceted intervention to implement 
guidelines and improve admission paediatric care in Kenyan district 
hospitals: a cluster randomised trial. PLoS Med. 2011; 8(4): e1001018. 
PubMed Abstract | Publisher Full Text | Free Full Text 
38.  English M, Irimu G, Nyamai R, et al.: Developing guidelines in low-income and 
middle-income countries: lessons from Kenya. Arch Dis Child. 2017; 102(9): 
846–851.  
PubMed Abstract | Publisher Full Text | Free Full Text 
39.  English M, Gathara D, Mwinga S, et al.: Adoption of recommended practices 
and basic technologies in a low-income setting. Arch Dis Child. 2014; 99(5): 
452–456.  
PubMed Abstract | Publisher Full Text | Free Full Text 
40.  English M, Wamae A, Nyamai R, et al.: Implementing locally appropriate 
guidelines and training to improve care of serious illness in Kenyan 
hospitals: a story of scaling-up (and down and left and right). Arch Dis Child. 
2011; 96(3): 285–290.  
PubMed Abstract | Publisher Full Text | Free Full Text 
41.  Murphy GAV, Omondi GB, Gathara D, et al.: Expectations for nursing care in 
newborn units in Kenya: moving from implicit to explicit standards. BMJ 
Glob Health. 2018; 3(2): e000645.  
PubMed Abstract | Publisher Full Text | Free Full Text 
42.  Singh K, Brodish P, Speizer I, et al.: Can a quality improvement project impact 
maternal and child health outcomes at scale in northern Ghana? Health Res 
Policy Syst. 2016; 14(1): 45.  
PubMed Abstract | Publisher Full Text | Free Full Text 
43.  Mate KS, Ngidi WH, Reddy J, et al.: A case report of evaluating a large-scale 
health systems improvement project in an uncontrolled setting: a quality 
improvement initiative in KwaZulu-Natal, South Africa. BMJ Qual Saf. 2013; 
22(11): 891–898.  
PubMed Abstract | Publisher Full Text 
44.  Duke T, Wandi F, Jonathan M, et al.: Improved oxygen systems for childhood 
pneumonia: a multihospital effectiveness study in Papua New Guinea. 
Lancet. 2008; 372(9646): 1328–1333.  
PubMed Abstract | Publisher Full Text 
45.  Manzi A, Nyirazinyoye L, Ntaganira J, et al.: Beyond coverage: improving the 
quality of antenatal care delivery through integrated mentorship and 
quality improvement at health centers in rural Rwanda. BMC Health Serv 
Res. 2018; 18(1): 136.  
PubMed Abstract | Publisher Full Text | Free Full Text 
46.  Barker PM, Reid A, Schall MW: A framework for scaling up health 
interventions: lessons from large-scale improvement initiatives in Africa. 
Implement Sci. 2016; 11(1): 12.  
PubMed Abstract | Publisher Full Text | Free Full Text 
Page 17 of 28
Wellcome Open Research 2020, 5:265 Last updated: 13 JAN 2021
47.  Institute of Healthcare Improvement: The Breakthrough Series. IHI’s 
Collaborative Model for Achieving Breakthrough Improvement. In: 
Cambridge, MA, USA; 2003.  
Reference Source
48.  English M: Designing a theory-informed, contextually appropriate 
intervention strategy to improve delivery of paediatric services in Kenyan 
hospitals. Implement Sci. 2013; 8(1): 39.  
PubMed Abstract | Publisher Full Text | Free Full Text 
49.  English M, Ayieko P, Nyamai R, et al.: What do we think we are doing? How 
might a clinical information network be promoting implementation of 
recommended paediatric care practices in Kenyan hospitals? Health Res 
Policy Syst. 2017; 15(1): 4.  
PubMed Abstract | Publisher Full Text | Free Full Text 
50.  Irimu G, Ogero M, Mbevi G, et al.: Approaching quality improvement at scale: 
a learning health system approach in Kenya. Arch Dis Child. 2018; 103(11): 
1013–1019.  
PubMed Abstract | Publisher Full Text | Free Full Text 
51.  Westhorp G: Using complexity-consistent theory for evaluating complex 
systems. Evaluation. 2012; 18(4): 405–420.  
Publisher Full Text 
52.  Powell W: Neither Market Nor Hierarchy: Network Forms of Organization. 
Res Organ Behav. 1990; 12: 295–336.  
Reference Source
53.  Haines M, Brown B, Craig J, et al.: Determinants of successful clinical 
networks: the conceptual framework and study protocol. Implement Sci. 
2012; 7(1): 16.  
PubMed Abstract | Publisher Full Text | Free Full Text 
54.  McInnes E, Haines M, Dominello A, et al.: What are the reasons for clinical 
network success? A qualitative study. BMC Health Serv Res. 2015; 15(1): 497. 
PubMed Abstract | Publisher Full Text | Free Full Text 
55.  Bunger AC, Lengnick-Hall R: Do learning collaboratives strengthen 
communication? A comparison of organizational team communication 
networks over time. Health Care Manage Rev. 2018; 43(1): 50–60.  
PubMed Abstract | Publisher Full Text | Free Full Text 
56.  Schneider H, George A, Mukinda F, et al.: District Governance and Improved 
Maternal, Neonatal and Child Health in South Africa: Pathways of Change. 
Health Syst Reform. 2020; 6(1): e1669943.  
PubMed Abstract | Publisher Full Text 
57.  Braithwaite J: Responsive regulation and developing economies. World Dev. 
2006; 34(5): 884–898.  
Publisher Full Text 
58.  McGivern G, Nzinga J, English M: ‘Pastoral practices’ for quality improvement 
in a Kenyan clinical network. Soc Sci Med. 2017; 195: 115–122.  
PubMed Abstract | Publisher Full Text | Free Full Text 
59.  Greenhalgh T, Papoutsi C: Studying complexity in health services research: 
desperately seeking an overdue paradigm shift. BMC Med. 2018; 16(1): 95. 
PubMed Abstract | Publisher Full Text | Free Full Text 
60.  Long KM, McDermott F, Meadows GN, et al.: Being pragmatic about 
healthcare complexity: our experiences applying complexity theory and 
pragmatism to health services research. BMC Med. 2018; 16(1): 94.  
PubMed Abstract | Publisher Full Text | Free Full Text 
61.  Dunn MB, Jones C: Institutional Logics and Institutional Pluralism: The 
Contestation of Care and Science Logics in Medical Education, 1967– 2005. 
Administrative Science Quarterly. 2010; 55(1): 114–149.  
Publisher Full Text 
62.  McGivern G, Currie G, Ferlie E, et al.: Hybrid Manager–Professionals’ Identity 
Work: The Maintenance And Hybridization Of Medical Professionalism In 
Managerial Contexts. Public Administration. 2015; 93(2): 412–432.  
Publisher Full Text
63.  Nzinga J, McGivern G, English M: Hybrid clinical-managers in Kenyan 
hospitals. J Health Organ Manag. 2019; 33(2): 173–187.  
PubMed Abstract | Publisher Full Text | Free Full Text 
64.  Kellogg KC: Making the Cut: Using Status-Based Countertactics to Block 
Social Movement Implementation and Microinstitutional Change in 
Surgery. Organization Science. 2012; 23(6): 1546–1570.  
Publisher Full Text 
65.  Suddaby R, Viale T: Professionals and field-level change: Institutional 
work and the professional project. Current Sociology. 2011; 59(4): 423–442. 
Publisher Full Text 
66.  Garud R, Hardy C, Maguire S: Institutional Entrepreneurship as Embedded 
Agency: An Introduction to the Special Issue. Organization Studies. 2007; 
28(7): 957–969.  
Publisher Full Text 
67.  Battilana J, Casciaro T: Change Agents, Networks, and Institutions: A 
Contingency Theory of Organizational Change. Academy of Management 
Journal. 2012; 55(2): 381–398.  
Publisher Full Text 
68.  Allen D: The invisible work of nurses: hospitals, organisation and 
healthcare. New York: Routledge Palgrave; 2014.  
Publisher Full Text 
69.  Fitzgerald L, Ferlie E, McGivern G, et al.: Distributed leadership patterns and 
service improvement: Evidence and argument from English healthcare. The 
Leadership Quarterly. 2013; 24(1): 227–239.  
Publisher Full Text 
70.  Uhl-Bien M: Relational leadership theory: Exploring the social processes 
of leadership and organizing. In : Leadership, gender, and organization. edn.: 
Springer; 2011; 75–108.  
Publisher Full Text 
71.  Nzinga J, McGivern G, English M: Examining clinical leadership in Kenyan 
public hospitals through the distributed leadership lens. Health Policy Plan. 
2018; 33(suppl_ 2): ii27–ii34.  
PubMed Abstract | Publisher Full Text | Free Full Text 
72.  Mathole T, Lembani M, Jackson D, et al.: Leadership and the functioning of 
maternal health services in two rural district hospitals in South Africa. 
Health Policy Plan. 2018; 33(suppl_ 2): ii5–ii15.  
PubMed Abstract | Publisher Full Text | Free Full Text 
73.  Aveling EL, Martin G, Armstrong N, et al.: Quality improvement through 
clinical communities: eight lessons for practice. J Health Organ Manag. 2012; 
26(2): 158–174.  
PubMed Abstract | Publisher Full Text 
74.  Gilson L: Trust and the development of health care as a social institution. 
Soc Sci Med. 2003; 56(7): 1453–1468.  
PubMed Abstract | Publisher Full Text 
75.  Ferda E: Optimal trust and teamwork: from groupthink to teamthink. Work 
Study. 2003; 52(5): 229–233.  
Publisher Full Text 
76.  Gilson L, Barasa E, Nxumalo N, et al.: Everyday resilience in district health 
systems: emerging insights from the front lines in Kenya and South Africa. 
BMJ Global Health. 2017; 2(2): e000224.  
PubMed Abstract | Publisher Full Text | Free Full Text 
77.  Bligh MC, Kohles JC: Do I Trust You to Lead the Way? Exploring Trust and 
Mistrust in Leader Follower Relations. In: The Wiley-Blackwell Handbook of 
the Psychology of Leadership, Change, and Organizational Development. edn. 
Publisher Full Text 
78.  Dirks KT, Ferrin DL: Trust in leadership: Meta-analytic findings and 
implications for research and practice. J Appl Psychol. 2002; 87(4): 611–628. 
PubMed Abstract | Publisher Full Text 
79.  Huang X, Iun J, Liu A, et al.: Does participative leadership enhance work 
performance by inducing empowerment or trust? The differential effects 
on managerial and non-managerial subordinates. Journal of Organizational 
Behavior. 2010; 31(1): 122–143.  
Publisher Full Text
80.  Mannion R, Braithwaite J: Unintended consequences of performance 
measurement in healthcare: 20 salutary lessons from the English National 
Health Service. Intern Med J. 2012; 42(5): 569–574.  
PubMed Abstract | Publisher Full Text 
81.  Kluger AN, DeNisi A: The Effects of Feedback Interventions on Performance: 
A Historical Review, a Meta-Analysis, and a Preliminary Feedback 
Intervention Theory. Psychological Bulletin. 1996; 119(2): 254–284.  
Publisher Full Text 
82.  Hysong SJ, Teal CR, Khan MJ, et al.: Improving quality of care through 
improved audit and feedback. Implement Sci. 2012; 7(1): 45.  
PubMed Abstract | Publisher Full Text | Free Full Text 
83.  Ivers NM, Sales A, Colquhoun H, et al.: No more ‘business as usual’ with 
audit and feedback interventions: towards an agenda for a reinvigorated 
intervention. Implement Sci. 2014; 9: 14.  
PubMed Abstract | Publisher Full Text | Free Full Text 
84.  DeShon RP, Kozlowski SWJ, Schmidt AM, et al.: A Multiple-Goal, Multilevel 
Model of Feedback Effects on the Regulation of Individual and Team 
Performance. J Appl Psychol. 2004; 89(6): 1035–1056.  
PubMed Abstract | Publisher Full Text 
85.  Gabelica C, Bossche PVd, Segers M, et al.: Feedback, a powerful lever in 
teams: A review. Educational Research Review. 2012; 7(2): 123–144.  
Publisher Full Text
86.  Gabelica C, Van den Bossche P, De Maeyer S, et al.: The effect of team 
feedback and guided reflexivity on team performance change. Learning and 
Instruction. 2014; 34: 86–96.  
Publisher Full Text 
87.  Tannenbaum SI, Cerasoli CP: Do Team and Individual Debriefs Enhance 
Performance? A Meta-Analysis. Human Factors. 2012; 55(1): 231–245.  
PubMed Abstract | Publisher Full Text 
88.  Kluger AN, Nir D: The feedforward interview. Human Resource Management 
Review. 2010; 20(3): 235–246.  
Publisher Full Text 
89.  Michie S, van Stralen MM, West R: The behaviour change wheel: a new 
method for characterising and designing behaviour change interventions. 
Implement Sci. 2011; 6: 42.  
PubMed Abstract | Publisher Full Text | Free Full Text 
90.  Gagné M, Deci EL: Self-determination theory and work motivation. J Organ 
Behav. 2005; 26(4): 331–362.  
Publisher Full Text 
91.  Le Grand J: Motivation, Agency, and Public Policy - Of Knights and Knaves, 
Pawns and Queens. Oxford: Oxford University Press; 2003.  
Publisher Full Text 
92.  Lohmann J, Houlfort N, De Allegri M: Crowding out or no crowding out? 
A Self-Determination Theory approach to health worker motivation in 
performance-based financing. Soc Sci Med. 2016; 169: 1–8.  
PubMed Abstract | Publisher Full Text 
Page 18 of 28
Wellcome Open Research 2020, 5:265 Last updated: 13 JAN 2021
93.  Lohmann J, Muula A, Houlfort N, et al.: How does performance-based 
financing affect health workers’ intrinsic motivation? A Self-Determination 
Theory-based mixed-methods study in Malawi. Soc Sci Med. 2018; 208: 1–8. 
PubMed Abstract | Publisher Full Text 
94.  Cabana MD, Rand CS, Powe NR, et al.: Why don’t physicians follow clinical 
practice guidelines? A framework for improvement. JAMA. 1999; 282(15): 
1458–1465.  
PubMed Abstract | Publisher Full Text 
95.  Wieringa S, Greenhalgh T: 10 years of mindlines: a systematic review and 
commentary. Implement Sci. 2015; 10(1): 45.  
PubMed Abstract | Publisher Full Text | Free Full Text 
96.  Martin GP, Leslie M, Minion J, et al.: Between surveillance and 
subjectification: professionals and the governance of quality and patient 
safety in English hospitals. Soc Sci Med. 2013; 99: 80–88.  
PubMed Abstract | Publisher Full Text 
97.  Mukumbang FC, Marchal B, Van Belle S, et al.: Unearthing how, why, for 
whom and under what health system conditions the antiretroviral 
treatment adherence club intervention in South Africa works: A realist 
theory refining approach. BMC Health Serv Res. 2018; 18(1): 343.  
PubMed Abstract | Publisher Full Text | Free Full Text 
98.  Nzinga J, Mbaabu L, English M: Service delivery in Kenyan district hospitals 
- what can we learn from literature on mid-level managers? Hum Resour 
Health. 2013; 11(1): 10.  
PubMed Abstract | Publisher Full Text | Free Full Text 
99.  Tuti T, Bitok M, Malla L, et al.: Improving documentation of clinical care 
within a clinical information network: an essential initial step in efforts to 
understand and improve care in Kenyan hospitals. BMJ Glob Health. 2016; 
1(1): e000028.  
PubMed Abstract | Publisher Full Text | Free Full Text 
100.  Muinga N, Magare S, Monda J, et al.: Digital health Systems in Kenyan Public 
Hospitals: a mixed-methods survey. BMC Med Inform Decis Mak. 2020; 20(1): 2. 
PubMed Abstract | Publisher Full Text | Free Full Text 
101.  Ogero M, Ayieko P, Makone B, et al.: An observational study of monitoring 
of vital signs in children admitted to Kenyan hospitals: an insight into the 
quality of nursing care? J Glob Health. 2018; 8(1): 010409.  
PubMed Abstract | Publisher Full Text | Free Full Text 
102.  de Savigny D, Adam T: Systems Thinking for Health System Strengthening. 
Geneva: World Health Organisation; 2009.  
Reference Source
103.  McCannon CJ, Schall MW, Perla RJ: Innovation Series. IHI’s Planning for Scale: 
A Guide for Designing Large-Scale Improvement Initiatives. In: Cambridge, 
MA, USA: Institute for Healthcare Improvement. 2008.  
Reference Source
104.  Hawe P, Shiell A, Riley T: Complex interventions: how “out of control” can a 
randomised controlled trial be? BMJ. 2004; 328(7455): 1561–1563.  
PubMed Abstract | Publisher Full Text | Free Full Text 
105.  Hawe P, Shiell A, Riley T: Theorising interventions as events in systems. Am J 
Community Psychol. 2009; 43(3–4): 267–76.  
PubMed Abstract | Publisher Full Text 
106.  English M, Schellenberg J, Todd J: Assessing health system interventions: 
key points when considering the value of randomization. Bull World Health 
Organ. 2011; 89(12): 907–912.  
PubMed Abstract | Publisher Full Text | Free Full Text 
107.  Irimu G, Ogero M, Mbevi G, et al.: Tackling health professionals’ strikes: an 
essential part of health system strengthening in Kenya. BMJ Glob Health. 
2018; 3(6): e001136.  
PubMed Abstract | Publisher Full Text | Free Full Text 
108.  Ayieko P, Ogero M, Makone B, et al.: Characteristics of admissions and 
variations in the use of basic investigations, treatments and outcomes in 
Kenyan hospitals within a new Clinical Information Network. Arch Dis Child. 
2016; 101(3): 223–9.  
PubMed Abstract | Publisher Full Text | Free Full Text 
109.  Kihuba E, Gathara D, Mwinga S, et al.: Assessing the ability of health 
information systems in hospitals to support evidence-informed decisions 
in Kenya. Glob Health Action. 2014; 7: 24859.  
PubMed Abstract | Publisher Full Text | Free Full Text 
110.  Hagel C, Paton C, Mbevi G, et al.: Data for tracking SDGs: challenges in 
capturing neonatal data from hospitals in Kenya. BMJ Global Health. 2020; 
5(3): e002108.  
PubMed Abstract | Publisher Full Text | Free Full Text 
111.  Tuti T, Bitok M, Paton C, et al.: Innovating to enhance clinical data 
management using non-commercial and open source solutions across a 
multi-center network supporting inpatient pediatric care and research in 
Kenya. J Am Med Inform Assoc. 2015; 23(1): 184–92.  
PubMed Abstract | Publisher Full Text | Free Full Text 
112.  Habicht JP, Victora CG, Vaughan JP: Evaluation designs for adequacy, 
plausibility and probability of public health programme performance and 
impact. Int J Epidemiol. 1999; 28(1): 10–18.  
PubMed Abstract | Publisher Full Text 
113.  Akech S, Ayieko P, Irimu G, et al.: Magnitude and pattern of improvement in 
processes of care for hospitalised children with diarrhoea and dehydration 
in Kenyan hospitals participating in a clinical network. Trop Med Int Health. 
2019; 24(1): 73–80.  
PubMed Abstract | Publisher Full Text | Free Full Text 
114.  Vindrola-Padros C, Pape T, Utley M, et al.: The role of embedded research in 
quality improvement: a narrative review. BMJ Qual Saf. 2017; 26(1): 70–80. 
PubMed Abstract | Publisher Full Text | Free Full Text 
115.  RESYST/DIAHLS learning site team: Learning sites for health system 
governance in Kenya and South Africa: reflecting on our experience. Health 
Res Policy Syst. 2020; 18(1): 44.  
PubMed Abstract | Publisher Full Text | Free Full Text 
116.  Singh K, Speizer I, Handa S, et al.: Impact evaluation of a quality 
improvement intervention on maternal and child health outcomes in 
Northern Ghana: early assessment of a national scale-up project. Int J Qual 
Health Care. 2013; 25(5): 477–487.  
PubMed Abstract | Publisher Full Text | Free Full Text 
117.  Magge H, Kiflie A, Nimako K, et al.: The Ethiopia healthcare quality initiative: 
design and initial lessons learned. Int J Qual Health Care. 2019; 31(10):  
G180–G186.  
PubMed Abstract | Publisher Full Text 
118.  Marchal B, Dedzo M, Kegels G: Turning around an ailing district hospital: a 
realist evaluation of strategic changes at Ho Municipal Hospital (Ghana). 
BMC Public Health. 2010; 10(1): 787.  
PubMed Abstract | Publisher Full Text | Free Full Text 
119.  Kwamie A, Agyepong IA, Van Dijk H: What Governs District Manager Decision 
Making? A Case Study of Complex Leadership in Dangme West District, 
Ghana. Health Syst Reform. 2015; 1(2): 167–177.  
PubMed Abstract | Publisher Full Text 
120.  Belrhiti Z, Van Damme W, Belalia A, et al.: The effect of leadership on public 
service motivation: a multiple embedded case study in Morocco. BMJ Open. 
2020; 10(1): e033010.  
PubMed Abstract | Publisher Full Text | Free Full Text 
121.  Plsek PE, Wilson T: Complexity, leadership, and management in healthcare 
organisations. BMJ. 2001; 323(7315): 746–749.  
PubMed Abstract | Publisher Full Text | Free Full Text 
122.  Rycroft-Malone J, Burton CR, Wilkinson J, et al.: Collective action for 
implementation: a realist evaluation of organisational collaboration in 
healthcare. Implement Sci. 2016; 11(1): 17.  
PubMed Abstract | Publisher Full Text | Free Full Text 
123.  Rycroft-Malone J, Wilkinson J, Burton CR, et al.: Implementing health research 
through academic and clinical partnerships: a realistic evaluation of 
the Collaborations for Leadership in Applied Health Research and Care 
(CLAHRC). Implement Sci. 2011; 6(1): 74.  
PubMed Abstract | Publisher Full Text | Free Full Text 
Page 19 of 28
Wellcome Open Research 2020, 5:265 Last updated: 13 JAN 2021
Open Peer Review
Current Peer Review Status:     
Version 2
Reviewer Report 13 January 2021
https://doi.org/10.21956/wellcomeopenres.18167.r41877
© 2021 Mukumbang F. This is an open access peer review report distributed under the terms of the Creative 
Commons Attribution License, which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original work is properly cited.
Ferdinand C Mukumbang   
School of Public Health, Faculty of Community and Health Sciences, University of the Western 
Cape, Cape Town, South Africa 
I have had the opportunity to review the article again in light of the comments and responses of 
the authors and I am happy to "APPROVE" the article.
 
Competing Interests: No competing interests were disclosed.
I confirm that I have read this submission and believe that I have an appropriate level of 
expertise to confirm that it is of an acceptable scientific standard.
Version 1
Reviewer Report 04 December 2020
https://doi.org/10.21956/wellcomeopenres.18016.r41309
© 2020 Myers J. This is an open access peer review report distributed under the terms of the Creative Commons 
Attribution License, which permits unrestricted use, distribution, and reproduction in any medium, provided the 
original work is properly cited.
Janet Myers  
Division of Prevention Science, Department of Medicine, University of California, San Francisco, 
San Francisco, CA, USA 
Is the rationale for, and objectives of, the study clearly described?○
 
The need to reduce neonatal mortality is clearly urgent which helps justify the rationale and the 
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objectives for the study proposed. 
 
It might be nice to include a diagram or revise the figure or just add additional explanation to 
show how the network strategy and the things it fosters such as local institutional entrepreneurs 
can influence the proximal and distal outcomes in Figure 1. Generally, I could use a little more 
help in understanding how the intervention components described will impact the outcomes in 
Figure 1. I wonder if more explicitly and completely including the voices of the women and 
families served in the research design might help make this connection clearer. 
 
The study itself will be driven by 7 research questions. The work in questions 6 and 7 almost 
seems like a stand-alone dissemination study. This study actually seems like a life’s work with 
questions 1 through 5, so it could be better justified why questions 6 and 7 are included. I 
definitely see the importance of them, but there is a lot going on here. Also, they could benefit 
from the inclusion of consumer voices (sorry to be a broken record on this, but it’s pretty critical 
with women and children key pops). 
 
Is the study design appropriate for the research question?○
 
The use of Realistic Evaluation is justified because of the self-reflective position of the evaluators. 
The use of in-depth, mixed methods with a heavy emphasis on qualitative inquiry is appropriate to 
the design; in a sense this is a large case-study of a network intervention and so the study design 
is appropriate. 
 
Are sufficient details of the methods provided to allow replication by others?○
 
This nature of the intervention and the methods chosen to evaluate it are in this case unique and 
highly specific. For this reason, replication is not likely. However, the detailed case for the 
theoretical underpinnings of the intervention should facilitate understanding of the mechanisms 
by which change was or was not achieved, and the methods for measuring this change are clear. 
For this reason, others seeking to replicate pieces of the intention or even an adapted version of it 
should be able to glean sufficient detail to allow useful comparison if not replication. Table 2 and 
the narrative surrounding it do a good job of describing the methods in detail. 
 
Throughout there are opportunities to include consumers more than is described – for example, 
they could help in designing job aids and care strategies. 
 
The quantitative outcome evaluation is well described. More detail could be provided on some of 
the process measures. For example, how the completion and use of job aids will be assessed, how 
adoption will be ascertained, how the results of group meetings will be assessed and how tools 
and improvements will be measured. There is mention that these things will be done, but not how 
they will be assessed in detail. 
 
Are the datasets clearly presented in a useable and accessible format?○
 
The quantitative data set is well described and the investigators have experience using it so it 
seems highly feasible and usable. The qualitative data collection is less well described as is any 
assessment of process indicators like how well a job aid did or didn’t work, how many people 
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participate in the planned activities, etc. Table 2 does a nice job with the methods overview, but 
additional detail about how the qualitative data will be collected and used alongside the 
quantitative data would be helpful.  
 
Minor edits suggested: 
 
Two adjacent instances of “However” in the abstract. 
In Table 2, only Question 2 is framed as a statement, not a question, which seems odd. 
 
A caveat: This article relies heavily on bodies of theory I’m not familiar with (as I am basically a US-
based implementation scientist); however, the justification for the selection of the theories such as 
network theory are good and the overall logic for the intervention is sound.
 
Is the rationale for, and objectives of, the study clearly described?
Yes
Is the study design appropriate for the research question?
Yes
Are sufficient details of the methods provided to allow replication by others?
Yes
Are the datasets clearly presented in a useable and accessible format?
Partly
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I confirm that I have read this submission and believe that I have an appropriate level of 
expertise to confirm that it is of an acceptable scientific standard.
Author Response 05 Dec 2020
Mike English, KEMRI-Wellcome Programme, Nairobi, Kenya 
Thank you for carefully considering our report and for offering suggestions for revision. We 
have tried to make particular changes to the text (in section titled - An initial programme 
theory for an intervention targeting improvements in care on Kenyan NBU) to address the 
issue of how our intervention approach is linked to the quality of care issues identified in 
the driver diagram (Figure 1). Part of the challenge of what we are trying to do is that it is 
hard to isolate how a particular feature of the intervention strategy impacts on a particular 
driver. In fact, one of the ideas we hope is conveyed is that it may be a mistake to try and 
tackle very specific quality problems in isolation. Adapting Figure 1 or adding a table to 
illustrate how the intervention elements impact the drivers directly is somewhat contrary to 
a central tenet that we are dealing with complex systems. We did consider trying to develop 
causal loop diagrams that might be better suited to illustrating the complexity of 
interconnections but these soon seemed to become unmanagably complex. So we have 
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tried to address this issue, partly, by providing additional text that points to how different 
intervention elements may work together to address the drivers of poor quality care. 
We also acknowledge that objectives 6 and 7 are themselves fairly major research topics 
and therefore add to the ambition of this work. In this pre-protocol we wanted to set out 
our intent in advance of the work itself in an effort to be transparent about our aims. We 
hope that we can achieve them and by laying out the intent now we will owe people an 
explanation of why we did not achieve them if this turns out to be the case. 
It is an excellent point that the family members, especially the mothers are also key 
stakeholders and partners in our network. This is an area we are beginning to work on 
more actively but did not feel we had the capacity to include in a more formal part of the 
intervention planning at this stage, although we intend the communications training to 
have as a strong focus staff-family relationships that we hope will empower families as 
partners in care. 
We agree with the comment that what we are proposing may not be replicable directly in 
another context. As suggested in your comment the real purpose of publishing this report is 
to demonstrate how we have developed our ideas in the hope that this example is helpful to 
others also attempting to employ theory more explicitly in their strategies to achieve 
change. 
We hope we have addressed the minor comments in our revisions.  
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Ferdinand C Mukumbang   
School of Public Health, Faculty of Community and Health Sciences, University of the Western 
Cape, Cape Town, South Africa 
Thank you for the opportunity to review such a rich paper. 
 
I would like to suggest a complete rewrite of the abstract. I found it very hard to follow. The ideas 
did not in my opinion flow seamlessly and I struggled to make sense of what the authors are 
trying to achieve from the information provided in the abstract. Some of the sentences there could 
also be simplified. 
 
The authors should offer a simple definition of program theory to help unfamiliar readers. 
 
One of my major concerns is that the aim of the study is not clear. I am not really sure what the 
authors set out to achieve in this paper. They outlined a bunch of things that they sought to 
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achieve but it is unclear what the aim of the paper is. 
 
It would have been more appropriate to see how the authors embed their data collection 
procedures in the realist evaluation research cycle. This would provide better clarity on how they 
obtained their initial programme theory and how they intend to refine this programme theory to 
explain the process of large scale transformation.
 
Is the rationale for, and objectives of, the study clearly described?
Partly
Is the study design appropriate for the research question?
Partly
Are sufficient details of the methods provided to allow replication by others?
No
Are the datasets clearly presented in a useable and accessible format?
Not applicable
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I confirm that I have read this submission and believe that I have an appropriate level of 
expertise to state that I do not consider it to be of an acceptable scientific standard, for 
reasons outlined above.
Author Response 05 Dec 2020
Mike English, KEMRI-Wellcome Programme, Nairobi, Kenya 
Thank you very much for your review and the considered comments you made to suggest 
improvements. We have, we hope, addressed your concerns in the revised manuscript now 
submitted. Specifically, we have rewritten the abstract and introduction. We hope the 
purpose or aims of the manuscript are now clearer and that the struture of our report is 
also better signposted and justified. We have also indicated how we feel our work is aligned 
with the Realist Evaluation cycle, noting that it is largely an example of the first phase of this 
cycle to develop an initial programme theory. However, we note that in doing this we drew 
on a considerable body of prior research and experience in the specific context in which we 
propose to intervene. 
We hope the revised text is an improvement.  
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Amy Gray   
Department of Paediatrics, University of Melbourne, Melbourne, Vic, Australia 
The authors have published a study pre-protocol which is an interesting read, that for others 
provides a great breadth of references to theories relevant to improving care and health systems. 
In particular they focus on improving neonatal care in Kenya which is appropriate given the 
complexity of neonatal care and the need for inter-professional cooperation if it is to succeed at 
the hospital level - and therefore warrants this attention. 
 
The authors provide a programme theory which I believe appropriately draws on different 
theories or frameworks including complexity theory, networks as vehicles for change, distributed 
leadership, trust, and self determination alongside governance and notions of feedback. 
 
This is a complex and challenging piece to write given the depth that could be explored in each of 
these areas of work alone, let alone together. 
 
The description of the planned phased evaluation is appropriate in relation to the questions to be 
answered and in the use of realist evaluation. 
 
The clear intervention they have identified is a multi-professional network - which itself rests on a 
relatively small central team which interacts with other levels of hospital networks. It is less clear 
to me how they have chosen specific activities that this team will undertake including 
outreach/mentorship, peer-to-peer mentoring, feedback, coaching and communications training 
(nursing). Some of these are hinted at within the relevant theories for frameworks. But as activities 
many are poorly articulated in the current literature as to what is done when these activities are 
undertaken. For example, coaching is an approach which could apply equally to leadership as it 
does to communications training. Nor it is quite clear why if the focus is on an inter-professional 
network, why different members of this network (eg doctors and nurses) have been singled out 
for different activities, when the aim is to work together. Having stated this, the co-design of many 
of these components seems critical - thus allowing for future clarity in their definition. 
 
This is an ambitious undertaking, but it is the type of research which is needed if we are to achieve 
complex health reform at scale.
 
Is the rationale for, and objectives of, the study clearly described?
Yes
Is the study design appropriate for the research question?
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Are sufficient details of the methods provided to allow replication by others?
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Are the datasets clearly presented in a useable and accessible format?
Not applicable
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Thank you for taking the time to review this article and for your comments. We have tried to 
address the issue of why the particular intervention components were selected and why 
they might have specific target groups in the revised manuscript. However, we are also 
conscious of the length of the piece already and so tried to keep these explanations brief. 
We also recognise, and mention this in the section on intervention design, that the 
intervention itself will likely evolve. For example, we indicate that initially we will target 
communications training at senior nurses because prior work has identified major staff-
family communication problems. However, as this work progresses and the multi-
professional network evolves intervention components such as communications training 
may well extend beyond the original target group in response to demand or direction from 
our partners in the network.  
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This paper is a pre-protocol paper addressing the context and theory underpinning potential 
large-scale interventions for improving neonatal care in Kenya. 
 
The authors begin by describing the challenges facing neonatal care in Kenya, with a focus on 
mid-level (district/country) hospitals and healthcare delivery by nurses and junior medical staff. 
 
Drawing on their experience with professional networks, the authors explore the theoretical 
mechanisms through which networks can contribute towards large-scale change. While I am not 
familiar with all the theoretical influences here, I am impressed by the breadth of theories 
considered, and the coherent presentation of how they may contribute to an overall program 
theory and intervention design. 
 
The authors then present a program theory depicting the use of a 'multi-professional network' as 
an intervention to drive large-scale improvement in neonatal quality of care. The program theory 
clearly emphasizes the importance of relationship, ranging from micro (e.g. parent-nurse 
relationships), meso (e.g. professional relationships within and between facilities), to macro (e.g. 
government, management and professional institutions). In describing these relationships and 
the proposed particular interventions (e.g. job aids, mentoring program, audit activities), the 
authors clearly have a good understanding of the complexity of patient care and how a 'network' 
intervention might work. 
 
The authors then lead into an excellent discussion about what evaluation approach is appropriate, 
before articulating the research questions. (Though I wonder if the primary question is actually 
"how can...", rather than just "can...".) 
 
This is an excellent study protocol (or pre-protocol), which in itself will be a great resource to 
others seeking to design and evaluate programs for large-scale health service improvement. 
 
Is the rationale for, and objectives of, the study clearly described?
Yes
Is the study design appropriate for the research question?
Yes
Are sufficient details of the methods provided to allow replication by others?
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Are the datasets clearly presented in a useable and accessible format?
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expertise to confirm that it is of an acceptable scientific standard.
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Thank you for taking the time to review this article and your positive comments.  
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